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Using a retrospective quasi-experimental design, this study evaluates the effectiveness
. of prison-based treatmeént by examining recidivism outcomes among 2,040 sex offend-
ers released from Minnesota prisons between 1990 and 2003 (average follow-up period
of 9.3 years). To reduce observed selection bias, the authors used propensity score
matching to create a comparison group of 1,020 untreated sex offenders who were not
significantly different from the 1,020 treated offenders. In addition, intent-to-treat analy-
ses and the Rosenbaum bounds method were used to test the sensitivity of the findings
to treatment refuser and unobserved selection bias. Results from the Cox regression
- analyses revealed that participating in treatment significantly reduced the hazard ratio
for rearrest by 27% for sexual recidivism, 18% for violent recidivism, and 12% for
general recidivism. These findings are consistent with the growing body of research
- supporting the effectiveness of cognitive-behavioral treatment for sex offenders.
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Over the past 50 years, dozens of studies from a number of countries have exam-
\_/ ined whether sex offender treatment reduces recidivism. Reviews of the earliest
studies drew pessimistic .conclusions about the effectiveness of treatment. For
example, in their 1989 review of the treatment literature, Furby, Weinrott, and
Blackshaw argued that, due to methodological shortcomings, there was insufficient
evidence to support the notion that treatment decreases sex offender recidivism. -
Several years later, Quinsey, Harris, Rice, and Lalumiere (1993) reached a similar
conclusion in their review of existing treatment studies.
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e-mail: GDuwe@co.doc.state.mn.us.



2 Sexual Abuse: A Journal of Research and Treatment

Since the mid-1990s, however, meta-analyses of the treatment literature have,
with a few notable exceptions (Kenworthy, Adams, Brooks-Gordon, & Fenton,
2004; Rice & Harris, 2003), found lower sexual recidivism rates for treated sex
offenders in comparison with untreated offenders (Alexander, 1999; Gallagher,
Wilson, Hirschfield, Coggeshall, & MacKenzie, 1999; Hall, 1995; Hanson et al.,
2002; Losel & Schmucker, 2005). Among the meta-analyses that have found a treat-
ment effect, the rate of sexual reoffense has been between 5 and 10 percentage points
less for those who participated in treatment, resulting in a mean effect size (Cohen’s d)
ranging from .12 to .47. The evidence from these studies further indicates that cog-
nitive-behavioral techniques with relapse prevention components have, by and
large, been found to be the most effective in reducing recidivism.

Despite the generally positive findings from the meta-analytical reviews, it is
nevertheless true that most of the existing treatment studies have lacked method-
.ological rigor. In the Losel and Schmucker (2005) study, which is the most compre-
hensive meta-analysis to date, 80 comparisons (69 studies) between treated and
untreated sex offenders were examined. Of these comparisons, only 6 (7%) used a
randomized experimental design—most notably, the research by Marques and col-
leagues (Marques, 1999; Marques, Day, Nelson, & West, 1994; Marques, Wiederanders,
Day, Nelson & von Ommeren, 2005)—whereas 7 (9%) used individual matching or
statistical control in an effort to achieve equivalence between the treatment and
comparison groups. Instead, most treatment studies have used either nonequivalent
comparison groups (60%) or research designs in which equivalence was assumed

. between the treated and untreated groups (24%).

Given the relatively large percentage (84%) of studies that have not used random
assignment or matching techniques, selection bias is, as some have pointed out
(Harkins & Beech, 2007; Jones, Pelissier, & Klein-Saffran, 2006; Rice & Harris,
2003), a problem that has plagued the sex offender treatment literature. In evalua-
tions of treatment effectiveness, selection bias refers to differences—both observ-
able and unobservable—between the treated and untreated groups that make it
difficult to determine whether the observed effects are due to the treatment itself or
to the different group compositions. Therefore, although previous evaluations have
- found that recidivism rates are generally reduced for sex offenders who participate
in treatment, this effect may not necessarily be due to the treatment itself but rather
to other differences between treated and untreated offenders.

In addition to selection bias, the vast majority of existing studies share a number
of limitations. For example, of the studies reviewed by Losel and Schmucker (2005),
only 11 (13%) had a sample size in excess of 500. Moreover, the follow-up periods
for many studies have been relatively short, as only one fourth of those examined by
Losel and Schmucker tracked offenders for more than 7 years.

Present Study

In evaluating the effectiveness of sex offender treatment in Minnesota prisons,
this study does not use a randomized experimental design. Furthermore, due to a
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lack of available data, it does not control for the possible impact that postrelease
participation in community-based treatment may have on reoffending. Despite these
limitations, however, the present study contains a number of strengths that have been
lacking from most prior treatment studies. First, as discussed later in more detail, we
used propensity score matching (PSM) to individually match treated and untreated

-sex offenders. In doing so, this study minimizes the threat of selection bias by creat-

ing a comparison group whose probability of entering treatment was similar to that
of the treatment group. Second, in addition to being one of the first studies in the sex
offender treatment literature to use PSM (Caldwell, Skeem, Salekin, & Van Rybroek,

-2006; Skeem, Monahan, & Mulvey, 2002), this study further controls for rival causal

factors by analyzing the data with Cox regression, which is widely regarded as the
most appropriate multivariate statistical technique for recidivism analyses. Third, by
comparing 1,020 treated sex offenders with a matched group of 1,020 untreated sex
offenders, the sample size used for this study (N = 2,040) is one of the larger sex
offender treatment studies to date. Fourth, to gain a more precise assessment of the
effectiveness of treatment, we used multiple measures of treatment participation and

- criminal recidivism. Finally, because recidivism data were collected on the 2,040 sex

offenders through the end of 2006, the average follow-up period for these offenders
was 9.3 years. This study thus provides a robust assessment of treatment effective-
ness by tracking offenders over a relatively lengthy period of time.

In examining prison-based treatment in Minnesota, we attempt to address several
questions central to the sex offender treatment literature. First, does treatment par-
ticipation reduce offender recidivism? Second, what effect does treatment outcome
(i.e., dropout, complete, successfully participate until release, etc.) have on reoffend-
ing? Finally, are there certain types of sex offenders for whom treatment is more
effective? ' :

In the following section, we describe the provision of sex offender treatment
within the Minnesota Department of Corrections (MNDOC). The data and methods
used in this study are then discussed, followed by a presentation of the results. We

- conclude by discussing the implications of the findings for the sex offender treat-

ment literature.

Program Description: Sex Offender
Treatment in the MNDOC

In 1978, the MNDOC began providing sex offender treatment to incarcerated
adult men when it opened the Transitional Sex Offender Treatment Program(SOTP)—a
30-bed program for offenders preparing to return to the community—at the
Minnesota Correctional Facility (MCF) at Lino Lakes. Consistent with the name of
the program, offenders were treated in the last year of their incarceration and the
emphasis was on preparation for release. As a component of the program design,
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services were continued for men postrelease in a half-way house setting in conjunc-
tion with the staff of the half-way house.
In 1983, a second prison-based sex offender treatment program was established
- at MCF-Oak Park Heights, Minnesota’s Jone maximum custody facility. In addition
to providing sex offender treatment, this 52-bed program treated chemically depen-
dent inmates as well as those with dual diagnoses (i.e., needing treatment for both
chemical dependency and sexual offending). In 1994, this program relocated to the
. medium custody facility, MCF-Lino Lakes, and eventually integrated with the
original SOTP, which had grown and evolved since 1978.
~ In 1991, the Sexual Education and Evaluation Center, a small (36-bed) sex
offender treatment program opened at MCF—Stillwater. Psychoeducation and ther-
apy groups were the primary services offered by this program, which was designed
to provide a short-term but intensive treatment experience. Three years later, a
50-bed sex offender treatment program opened at MCF-Moose Lake. Designed to
provide long-term intensive sex offender treatment, this program also offered some
-specialized groups for offenders with intellectual or cognitive deficits. ’

Due to prison population growth and increased sentence lengths for sex offend-

ers, the size of the program at the MCF-Lino Lakes increased to 110 beds by 1997

“and then further expanded to 150, when the Sexual Education and Evaluation Center
program was transferred to MCF-Lino Lakes and integrated with the program at that
site. In 2000, it expanded once again with the transfer and integration of the MCF—
Moose Lake program to MCF-Lino Lakes.

Over the past three decades, sex offender treatment programming at MCF-Lino
Lakes evolved to keep pace with changing practices in the field, while attempting to
maintain the most unique and seemingly valuable components of each of the pro-
grams that were melded into the program that exists today. For example, the chemi-
cal dependency (CD) treatment component was maintained. In doing so, the SOTP
addressed the chemical abuse issues, and their relationship to sexual offending, in a
more integrated manner than would likely occur in a standalone CD treatment pro-
gram. In addition, psychoeducation classes and therapy designed to accommodate
the needs of the offender with intellectual or cognitive functioning limitations were
maintained. Moreover, the number and variety of psychoeducation classes designed
to impart information and enhance skill building were expanded at the SOTP.
Finally, an emphasis on preparation for release was also maintained.

Using a cognitive-behavioral framework, the SOTP attempted to provide long-term
intensive sex offender and CD treatment consistent with a risk-needs-responsivity
model. To be eligible for treatment, offenders had to have at least 9 months to serve
in prison. Moreover, offenders who minimized their offenses (as described in official
documents) were eligible to enter treatment in the MNDOC, whereas those who
completely denied committing a sexual offense were not eligible. Given the fact that
treatment capacity did not keep pace with the overall growth in inmate population,
the SOTP attempted to target moderate- to high-risk sex offenders for treatment.



Duwe, Goldman / Prison-Based Treatment on Sex Offender Recidivism S

Offenders considered to be lower risk were less likely to be admitted to sex offender
treatment programming while incarcerated. However, offenders required to enter
treatment but who were unable to do so while incarcerated were recommended to
participate in community-based treatment at the time of release.

Under the current process, offenders are prioritized for treatment primarily on the
basis of their scores from the following actuarial instruments: Static-99, Rapid Risk
Assessment for Sex Offense Recidivism, and Minnesota Sex Offender Screening
Tool-Revised. Earlier attempts, however, to identify and prioritize cases for treat-
ment were based on more primitive tools such as the Public Risk Monitoring (PRM)
criteria, which were developed by MNDOC staff. Offenders who met the PRM cri-
teria, which were never formally validated on the sex offender population, were
directed to participate in treatment programming. As shown later, the PRM criteria
did not appear to be very effective in distinguishing offenders on the basis of recid-
ivism risk. Indeed, the recidivism risk (as reflected by the risk score measure devel-
oped for this study) was not significantly different between offenders who were
offered treatment and those who were not. ’

After receiving a treatment directive, offenders had the right to refuse treatment.
There were consequences, however, for those who exercised this right. In particular,
offenders who failed to comply with a treatment directive had their wages frozen and
were subject to extended incarceration disciplinary time that lengthened their stay in
prison. In addition, treatment participation and outcome is an item on the Minnesota
Sex. Offender Screening Tool-Revised, which has been used to guide decisions
regarding community notification levels and civil commitment referral. Therefore,
even though offenders can refuse the directive to enter treatment, the “carrot-and-stick” -
approach used by the MNDOC likely motivated many offenders to enter treatment
programming who might have otherwise opted not to do so if the choice were
entirely voluntary.

SOTP participants were housed in two adjacent wings of a larger living unit.
This arrangement allowed for some movement across the wings in the living unit
but no movement either to, or from, the other wings where the general population
inmates were housed. The living units operated within a modified therapeutic
milieu with clear living unit/program structure and rules, and there was an expecta-
tion that inmates will support and hold one another accountable throughout their
day. The SOTP was not an entirely closed living unit, as there was some interaction
with the general inmate population during movement and activities such as dining,
religious services, educational programming, and so on. A 30-day assessment and '
orientation phase, individual and group therapy, and psychoeducational program-
ming were held next to the living unit in two buildings, where the offices of clinical
staff were also located. Although individualized treatment plans varied widely
among treatment participants, the average dosage consisted of approximately 10 to
15 hours of direct staff facilitated services per week for a duration that often ranged
from 1 to 3 years.-
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In 1999, the MNDOC implemented legislatively mandated rules for residential sex
offender treatment that require programs to meet specified staff training and ratios,
group and class size limitations, have a written theory-based treatment protocol, and
demonstrate that that they apply this to their assessment, treatment, and therapeutic
milieu. The program was audited on a biannual basis. Given the state of research and
practice in the field of sex offender treatment, the SOTP continues to be a work in
progress. The following section describes the main components of the program.

SOTP Components

. Assessment. This 30-day phase of the program includes psychological testing,
completion of assignments to facilitate the assessment of treatment needs, a review
of offending history and offense dynamics, and use of lecture, discussion, and video-
tapes to provide information on treatment participation and expectations, defenses
and denial, sexual assault dynamics, victim impact, CD, and so on. A clinical inter-
view, collateral information, client observations, and test results were used to develop
a written psychosexual assessment report and an individualized treatment plan.

Therapy. Following the assessment phase of the program, inmates participated in
an average of 6 hours per week of staff-facilitated group therapy sessions. Therapy
groups specific to the needs of the inmate with cognitive/intellectual limitations
were provided. Additional individual therapy was offered based on the needs of the
inmate and the availability of staff. Therapy was provided in progressive phases and
included transitional programming and aftercare. Ongoing therapy and postrelease
programming in the community was provided under contract with, or through,
grants from the MNDOC to private agencies.

CD treatment. Offenders entering the MNDOC were formally screened, assessed,
and diagnosed for chemical abuse or CD. Treatment directives were provided con-
tingent on the outcome of these assessments. For those sex offenders needing treat-
ment for alcohol or drug dependency, CD treatment was typically provided following
completion of the Assessment Phase in the SOTP.

Family/support person education. To prepare offenders for their return to the com-
munity, while also helping them reach specific treatment goals, education sessions
were facilitated between program participants and members of their family and/or
support system. These sessions were used to provide clarification about the nature
and impact of their offending, to inform support persons about the risk for reoffense,
and to identify response strategies for the offender and the support person.

Psychoeducational programming. Program members participated in psychoedu-
cational programming, which varied according to the offender’s individualized
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treatment plan. Psychoeducational classes were typically provided for 1.5-hour
sessions 3 to 4 times per week in 12-week (quarter) sessions. Each quarter, pro-
gram participants were each enrolled in one or two classes, which included
Emotions Management, Alcohol and Drug Education, Cognitive Restructuring and
Criminal Thinking, Sexuality Education, Sexual Assault Dynamics, Reoffense
Prevention, Victim Empathy, Personal Victimization, Grief and Loss, Morals and
Values, Sexual Behaviors, and Transitional Curriculum. Classes specific to the
needs of the inmate with cognitive limitations included modifications of some of
the classes above.

In addition to these psychoeducational classes, offenders were assigned, per -
their individual treatment plan, to participate in a parenting class provided in the
institution under a contract with a nonprofit agency. Offenders in the program also
participated in additional educational, prerelease, and transitional planning (hous-
ing, employment, transportation, etc.), which drew heavily on resources from the
community.

Support groups. On a weekly basis, offenders attended additional support groups
such as Alcoholics Anonymous, Narcotics Anonymous, and Sex Abusers Anonymous
meetings held in the institution. Each of these groups met for 1.5 hours per week and
were monitored, but not facilitated, by program staff. '

Community meetings. Inmates met weekly in a large group with other members
of their living unit to address general housekeeping issues, community milieu, and
to provide support to one another as a community.

Data and Methodology

To determine whether treatment provided within the MNDOC has had an impact
on sex offender recidivism, we used a retrospective quasi-experimental design. That
is, we evaluated the effectiveness of sex offender treatment by comparing recidivism
outcomes between treated offenders and a matched comparison group of untreated .
offenders who were released between 1990 and 2003. During this 14-year period,
there were 3,440 sex offenders who were released from Minnesota prisons.

Of these offenders, 1,493 (43%) participated in prison-based treatment prior to
their release from prison. Of the remaining 1,947 offenders, 105 refused to enter
treatment whereas the other 1,842 offenders were not given the opportunity to partici-
pate. Because the 105 treatment refusers did not participate in treatment, we removed
these offenders from the study so as not to bias the results from the statistical analy-
ses. Before doing so, however, we attempted to remove an additional source of bias
by using PSM to identify a comparison group of 105 offenders from the pool of
untreated offenders (N = 1,842) who were not offered treatment.
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Propensity Score Matching

PSM is a method that estimates the conditional probability of selection to a par-
ticular treatment or group given a vector of observed covariates (Rosenbaum &
Rubin, 1984). The predicted probability of selection, or propensity score, is typically
generated by estimating a logistic regression model in which assignment (0 = no
assignment; 1 = assignment) is the dependent variable whereas the predictor vari-
ables consist of those that theoretically have an impact on the selection process.
Shadish, Cook, and Campbell (2002) note that unless the predictors are unrelated to
the outcome variable or are not proper covariates, they should be included in the
propensity score model even if they are only weakly associated with the outcome
(recidivism for this study). Once estimated, the propensity scores are then used to
match individuals who entered treatment (or refused to enter treatment) with those
- who did not. Thus, one of the main advantages with using PSM is that it can simul-
taneously “balance” multiple covariates on the basis of a single composite score.
Although there are a number of different matching methods available, we used a
“greedy” matching procedure that used a without-replacement method in which
treated offenders were matched to untreated offenders who had the closest propen-
sity score (i.e., “nearest neighbor”) within a caliper (i.e., range of propensity scores)
of .10 (defined in terms of probabilities).

In matching untreated offenders with treated offenders on the conditional probabil-
ity of entering treatment, PSM reduces selection bias by creating a counterfactual
estimate of what would have happened to the treated offenders had they not par-
ticipated in treatment. PSM is not without its limitations, however. First, and foremost,
because propensity scores are based on observed covariates, PSM is not robust against
“hidden bias” from unmeasured variables that are associated with both the assignment
to treatment and the outcome variable. Second, there must be substantial overlap
among propensity scores between the two groups for PSM to be effective (Shadish et al.,
2002); otherwise, the matching process will yield incomplete or inexact matches.
Finally, as Rubin (1997) points out, PSM tends to work best with large samples.

Although somewhat limited by the data available to us, we attempted to address
potential concerns over unobserved bias by including as many theoretically relevant
covariates (17) as possible in our propensity score models. More important, how-
ever, we conducted Rosenbaum bounds sensitivity analyses to evaluate the extent to
which the treatment effects obtained are robust to the possibility of hidden bias. In
addition, we later demonstrate that there was substantial overlap in propensity scores
between the treated and untreated offenders. Furthermore, we addressed the sample
size limitation by assembling a relatively large number of cases (N = 3,440) on
which to conduct the propensity score analyses.

Matchihg treatment refusers and nonrefusers. In an effort to minimize the bias
resulting from treatment refusers, we attempted to identify a comparison group of
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untreated offenders who were not offered treatment in order to remove these offenders
from the comparison group pool. We computed propensity scores for the 105 treat-
ment refusers and the 1,842 untreated offenders by estimating a logistic regression
mode] in which the dependent variable was refusal of treatment (i.e., the 105 treatment
refusers were assigned a value of “1,” whereas the 1,842 untreated offenders in the
comparison group pool received a value of “0”). The predictors were the 17 control
variables, which are described later, that were used in the statistical analyses. After
obtaining propensity scores on the 1,947 offenders, we used the greedy matching
procedure to match 105 untreated offenders not offered treatment with the 105 treat-
ment refusers.

In Table 1, we present the covariate, propensity score, and recidivism outcome
means for both groups prior to matching (“total”) and after matching (“matched”).
In addition to tests of statistical significance (“f test p value”), we provide a measure
(“Bias™) developed by Rosenbaum and Rubin (1985) that quantifies the amount of
bias between the treatment and control samples (i.e., standardized mean difference
between samples), ’

_ 100(%—X.)
Bias = ——m 2.
B/ =y

where X, and S2 represent the sample mean and variance for the treated offenders
and X and S represent the sample mean and variance for the untreated offenders.
If the value of this statistic exceeds 20, the covariate is considered to be unbalanced
(Rosenbaum & Rubin, 1985).

As shown in Table 1, the matching procedure reduced the bias in propensity scores
between treatment refusers and those not offered treatment by 99%. Whereas the
p value was .00 in the unmatched sample, it was .95 in the matched sample. Although
risk score was not used as a predictor in the logistic regression analysis, we also pres-
ent the means for this variable to illustrate the differences between the two groups
before and after matching. In the unmatched sample, there were nine covariates that
were significantly imbalanced (i.e., the difference between the treatment refusers and
those not offered treatment was significant at the .05 level and the bias values
exceeded 20). But in the matched sample, covariate balance was achieved insofar as
there were no covariates with bias values greater than 20 or with significant differ-
ences between the treatment refusers and those not given a treatment opportunity.
Just as important, when examining the outcome data for these two groups of offend-
ers within the unmatched sample, we see that treatment refusers had significantly
higher rates of sexual and violent recidivism. In the matched sample, however,
recidivism outcomes were not significantly different between the two groups. Along
with the 105 treatment refusers, we removed the 105 matched offenders not offered
treatment from the remaining analyses. In doing so, we reduced the number of
untreated offenders in the comparison group pool by 210 from 1,947 to 1,737.
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Table 1
Propensity Score Matching and Covariate Balance for Refusers
Refusers  Nonrefusers Bias t Test
Variable Sample Mean Mean Bias (%) Reduction  p Value
Propensity score Total 0.11 0.05 53.25 .00
Matched 0.11 0.11 0.76 —98.58% .95
Minority Total 38.10% 37.79% 0.52 .95
Matched  38.10% 39.05% 1.59 205.38% .89
Age at release (years) Total 32.89 33.04 1.08 .89
Matched " 32.89 32.84 0.37 —65.72% .98
Metro Total 49.52% 45.44% 6.66 41
B Matched  49.52% 59.05% 15.58 134.05% 17
Prior sex crimes Total 41.90% 20.20% 37.98 .00
Matched  41.90% 44.76% 4.70 —87.64% .68
Prior felony : Total 68.57% 63.79% 8.28 32
‘ Matched  68.57% 66.67% 3.31 —60.04% 77
Stranger . . ~ Total 10.48% 9.50% 2.64 .74
Matched 10.48% 12.38% 491 85.96% .67
Acquaintance Total 66.67% 60.42% 10.66 20
: o Matched  66.67% 64.76% 3.28 —-69.24% . .77
Adult female Total 16.19% 18.78% 5.61 51
Matched 16.19% © 14.29% 4.26 -24.02% .70
Male child Total 3.81% 5.54% 6.89 45
Matched 3.81% 1.90% 8.86 28351% 41
Length of stay (months) Total 29.13 23.65 1543 .01
E Matched  29.13 29.24 0.28 —98.18% .98
Discipline Total © 1.38 1.45 2.30 ' .82
Matched 1.38 - 1.13 10.90 374.76% 32
Supervision (months) Total 50.58 34.17 42.00 .00
' Matched  50.58 43.33 18.00 —57.13% 1
Intensive supervised release Total 32.38% 18.19% 26.10 .00
Matched  32.38% - 24.76% 13.58 —47.99% 22
Supervised release Total 61.90% 79.59% 31.30 .00
Matched  61.90% 70.48% 14.65 ~53.19% .19
Supervised release revocations ~ Total 1.34 0.76 - 34,69 .00
Matched 1.34 1.36 0.89 -97.42% .93
Community notification Total 14.30% 2.40% 3233, .00
Matched 14.30% 14.30% 0.00 ~100.00% 1.00
Release year Total 1998.61 1996.93 32.13 .00
Matched 1998.61 1997.76 16.02 -50.14% .16
Risk score Total 4.39 3.95 19.80 . .02
Matched 4.39 432 3.16 —84.05% .78
Total
Total recidivism Matched
Sex rearrest Total 41.0% 16.1% .00
Matched  41.0% 36.2% A48
Violent rearrest Total 55.2% 33.6% .00
' Matched . 55.2% 47.6% 27
Any rearrest Total - 66.7% 59.8% .16 ¢
" Matched  66.7% 69.5% - .66

Note: Total refusers, N = 105; totgl nonrefusers, N = 1,842; matched refusers, N = 105; matched nonrefusers, N = 105.
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Table 2

Logistic Regression Model for Assignment to Treatment
Predictors Coefficient Standard Error
Minority - —0.292** 0.088
Age at release (years) , 9.0E-4* 3.9E-4
Metro 0.290** 0.081
Prior sex crime convictions 0.789** 0.095
Prior felony convictions —0.348** 0.082
Stranger victims —0.048 0.133
Acquaintance victims -0.039 0.089
Adult Female victims —-0.093 0.106
Male child victims -0.145 0.160
Length of stay (months) 0.021%* 2.0E4
Discipline ' —0.076** 0.019
Supervision (months) 6.5E-4** 1.6E-4
Intensive supervised release 0.980** 0.368
Supervised release 0.902* 0.358
Supervised release revocations 0.160** 0.033
Community notification - ' 0.703%* 0.238
Release year : -0.017 0.014
Constant 31.997 27.806
N 3,230
Log-likelihood 3929.875
Nagelkerke R? _ 202

*p < .05. **p < 01

Matching treated and untreated sex offenders. Similar to the approach described
above with treatment refusers, we calculated propensity scores for the 1,493
treated offenders and the 1,737 untreated offenders by estimating a logistic regres-
sion model in which the dependent variable was participation in prison-based
treatment (i.e., the 1,493 group offenders were assigned a value of “1,” whereas
the 1,737 offenders in the comparison group pool received a value of “0”). The
predictors were the 17 control variables (excluding risk score) used in the statisti-
cal analyses (see Table 2). As shown in Figure 1, there was substantial overlap in
propensity scores between the treated and untreated offenders, even though the
difference in mean propensity score was statistically significant at the .01 level
(see Table 3). :

After obtaining propensity scores for the 3,230 offenders, we used the greedy
matching procedure to match the untreated offenders with the treated offenders.
Because the matching process is often a trade-off between the size of the bias reduc-
tion and the proportion of cases that can be matched (DiPrete & Gangl, 2004),
especially in situations like this one where the treated offenders (N = 1,493)
accounted for nearly half (46%) of the offenders (N = 3,230), we were unable to



12  Sexual Abuse: A Journal of Research and Treatment

Table 3
Propensity Score Matching and Covariate Balance for Treatment
Treated Untreated Bias Bias t Test
Variable Sample Mean SD Mean SD (%) Reduction p Value

Propensity score Total 0.55 0.19 0.39 0.17 70.31 .00
Matched 047 0.17 047 0.17 119 -98.30% 74
Minority Total 33.09% 047 37.71% 048 7.94 .01
Matched 35.20% 048 35.10% 048 0.15 -98.06% .96
Age at release Total 36.10 10.48  33.05 11.06 2333 - .00
(years) Matched 34.88 1023 3494 11.80 0352 -97.79% .90
Metro ‘ Total 51.44% 050 44.62% 050 11.16 .00
‘ Matched 47.94% 0.50 48.53% 050 0.84 -92.48% .79
Prior sex crimes Total 39.38% 049 18.71% 039 36.84 .00
Matched 27.55% 045 28.14% 045 101 =9727% 77
Prior felony Total 54.39% 050 63.62% 0.48 1529 .00
, Matched 5833% 049 56.96% 050 1.88 —87.72% 53
Stranger Total 11.72%  0.32 9.33% 029 627 .03
Matched 10.69%  0.31 9.90% 030 2.09 —66.67% .56
Acquaintance Total 53.65% 050  60.16% 049 10.72 .00
Matched 57.25% 049  56.67% 050 0.81 -9247% .79
Adult female Total 20.29% 040  19.06% 039 233 38
Matched 21.47% 0.41  20.20% 040 247 -238% A48
Male child Total 7.37%  0.26 5.76% 023 521 .06
. Matched 6.67% 0.25 7.16% 026 154 -70.43% .66
Length of stay Total 36.63 2450 2331 21.25 46.33 .00
(months) Matched 2990  20.68 29.42 2444 192 -95.86% .64
Discipline - Total 0.99 1.94 1.46 292 16.61 - .00
Matched  1.10 2.02 1.09 1.89 034 -97.96% .94
Supervision Total 4460 31.19 33.61 30.07 29.11 .00
.(months)- Matched 39.14  28.84 37.88 31.86 394 —86.45% .35
Intensive supervised Total 33.29% 047 17.79% 038 28352 .00
release Matched 24.71% 043  23.33% 042 2351 -91.20% 47

Supervised release ~ Total 6591% 047 80.14% 0.40 25.79 .00
Matched 74.31%° 044  75.59% 043 1.70 -93.39% 51
Supervised release ~ Total 0.93 0.27 073 . 013 12.63 .00

revocations ~ Matched  0.85 021 083 017 160 -87.37% 69
Community Total 7.64% 3.10 1.67% 414 21.26 .00
notification Matched 4.41% 3.20 2.84% 412 733 —6551% .58
Release year Total 1997.86 144  1996.88 141 23.09 .00
Matched 1997.34 144 1997.07 146 086 —96.27% .09
Risk score Total 3.77 1.88 393 1.83  7.17 .01

Matched  3.80 1.89 3.84 1.86 1.83 -7447% .61

Note: Total treated, N = 1,493; total untreated, N= 1,737; matched treated, N = 1,020; matched untreated,
N=1,020.

obtain matches for all the treated offenders. However, using a relatively narrow
caliper of .10, we were still able to achieve 1,020 matches, which amounts to 68%
of the total number of treated offenders (V= 1,493).
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Figure 1
Distribution of Propensity Scores by Treatment Assignment
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As shown in Table 3, the matching procedure reduced the bias in the propensity
score (i.e., probability of entering treatment) by 98%. Again, we present the means
for risk score even though it was not used as a predictor in the logistic regression
model. In the unmatched sample, more than half of the covariates (9) had bias values
greater than 20, and all but three were significantly different at the .05 level. In the
matched sample, however, the covariates are balanced to the extent that all bias
values are less than 20, and there are no statistically significant differences in cova-
riates between the treated and untreated offenders. The average reduction in bias for
the 18 covariates (including risk score) was 81%.

Measures

Dependent variable. Recidivism, the outcome variable, was measured nine dif-
ferent ways in this study. It was first operationalized as (1) rearrest, (2) reconviction,
or (3) reincarceration in a MCF for a new offense following an offender’s first
release from prison. Because it is important to know whether offenders recidivate
with a sex offense, recidivism was further distinguished by the type of reoffense: (1) sex
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offense, (2) violent offense (including sex offenses), and (3) any offense. Sex offense
was defined here as a first- to fifth-degree criminal sexual conduct (CSC) offense.
According to Minnesota statutes, CSC first to fourth degree are felony-level
offenses, and CSC fifth-degree is a gross misdemeanor offense. In addition to sex
crimes, violent offenses included homicide, assault, robbery, and kidnapping.
Arrest, conviction, and incarceration data were collected on offenders through
December 31, 2006. The minimum follow-up period, then, was 3 years, whereas the
maximum was 17 years. Data on arrests (misdemeanor, gross misdemeanor, and
felony) and convictions (misdemeanor, gross misdemeanor, and felony) were
obtained electronically from the Minnesota Bureau of Criminal Apprehension,
whereas incarceration data were derived from the MNDOC'’s Correctional Operation
Management System (COMS). database. Consequently, a limitation with these data
is that they measure only arrests, convictions, or incarcerations that took place in the
‘state of Minnesota. Moreover; as with any recidivism study, official criminal history
data will likely underestimate the actual extent to which the sex offenders examined
here recidivated.
An arrest, conviction, and/or-incarceration was considered a recidivism -event
- only if it pertained to an offense that had taken place following release. There were
a handful of offenders who returned to prison for a “new” sex offense that had been
committed prior to the beginning of their previous prison term, for example, an
offender who was incarcerated from 1997 to 2000 (the beginning of the at-risk
period) returns to prison in 2002 for an offense committed in 1995. In these
instances, the offenses were not considered recidivism events, but the time that
offenders served in prison was deducted from their at-risk period.

Treatment variables. In the statistical analyses presented later, recidivism is the
dependent variable. Given that the central purpose of this study is to determine
whether sex offender treatment has an impact on recidivism, treatment is the princi-
‘pal variable of interest. In an effort to acquire a more refined understanding of its
potential effect on recidivism, we used two separate treatment measures.

The first treatment variable compared offenders who entered sex offender treat-
ment with a comparison group of similar offenders who did not. As such, treatment
was measured as “1” for treatment participants and as “0” for nonparticipants. The
second treatment variable measured the impact of treatment outcome on reoffend-
ing. To this end, we created three dichotomous dummy variables: completion/
successfully participated until the time of release (1 = completion/successful partici-
pation; 0 = treatment dropout or nonparticipants), terminated from treatment or
voluntarily quit (1 = treatment terminations/quits; 0 = other), and nonparticipants
(1 = comparison group; 0 = treatment participants).

Control variables. The control, or independent, variables included in the statisti-
cal models were those that were not only available in the COMS database but also
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might theoretically have an impact on whether an offender recidivates. Prior research
indicates that sex offender recidivism is predicted by factors such as prior sexual
criminal history, victim characteristics, the intensity and length of postrelease super-
vision, and broad community notification (Duwe & Donnay, 2008; Hanson &
Morton-Bourgon, 2004; Minnesota Department of Corrections, 2007). To control for
potential rival causal factors, it was necessary to include variables such as these in
the statistical analyses. The following lists these variables, which include pretreat-
ment and posttreatment measures, and describes how they were created. The uni-
variate relationships between these variables and the three types of recidivism are
presented in the appendix.

o Offender race: dichotomized as White (0) or minority (1).

e Age at release: the age of the offender in years at the time of release based on the
date of birth and release date.

e Prior felony convictions: offenders who had at least one prior felony conviction
(excluding the instant offense) were given a value of 1, whereas those without a
prior felony conviction were assigned a value of 0.

e Prior sex crime convictions: offenders who had at least one prior sex crime convic-
tion (excluding the instant offense) were given a value of 1, whereas those without
a prior sex crime conviction were assigned a value of 0.

e Victim—offender relationship: three dichotomous dummy variables were created to
measure the offender’s relationship to the victim for the instant sex offense, that is,
the crime for which the offender was incarcerated. The three variables were stranger
victims (1 = stranger victim; 0 = known or nonstranger victim), acquaintance vic-
tims (1 = acquaintance victim; 0 = nonacquaintance victim), and family member
victims (1 = family member victim; 0 = non—family member victim). The family
member victim variable, which is a proxy for incest offenders, serves as the refer-
ence in the statistical analyses.

o Male child victims: dichotomized as either male child victims (1) or nonmale child
victims (0), this variable measures whether offenders victimized a male less than
the age of 13 in their instant offense.

o Adult female victims: dichotomized as either adult female victims (1) or nonadult
female victims (0), this variable quantifies whether offenders victimized women
more than the age of 17 in their instant offense. Accordingly, this variable is a proxy
for adult rapists.

e Metro area: a rough proxy of urban and rural Minnesota, this variable measures an
offender’s county of commitment, dichotomizing it into either metro area (1) or
Greater Minnesota (0). The seven metro area (i.e., Minneapolis, St. Paul, and sur-
rounding suburbs) counties are Anoka, Carver, Dakota, Hennepin, Ramsey, Scott,
and Washington. The remaining 80 counties were coded as non—metro area or
Greater Minnesota counties.

e Recent disciplinary history: this variable measures the number of formal disciplin-
ary convictions that an offender received in the final 12 months prior to his initial
release from prison. Because sex offenders often serve relatively long sentences,
disciplinary convictions at the end of their term of imprisonment may be a more
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valid predictor of postrelease behavior than the total number of convictions
throughout the full prison term.

e Risk score: because formal risk assessment data were not available for the full
14-year period over which offenders were released, we followed the approach
developed by Hanson, Broom, and Stephenson (2004) and created a recidivism risk
score using the data available from the 10 preceding control variables. Offenders
received a value of “1” if they were less than the age of 30 at the time of release,
had at least one institutional discipline conviction in the 12 months prior to release,
or had a value of “1” for the remaining eight controls (minority race, prior felony
conviction, prior sex crime conviction, stranger victims, acquaintance victims, male
child victims, adult female victims, and metro area). Thus, the maximum total score
was 10, whereas the minimum score was 0. v

o Length of stay (LOS): the number of months between prison admission and release
dates. :

o Length of postrelease supervision: the number of months between an offender’s
first release date and the end of postrelease supervision, that is, the sentence expira-
tion or conditional release date, the greater of the two.

o Type of postrelease supervision: three dichotomous dummy variables were created
to measure the level of postrelease supervision to which offenders were released.
The three variables were intensive supervised release (ISR; 1 = ISR; 0 = non-ISR),
supervised release (SR; 1 = SR; 0 = non-SR), and discharge (1 = discharge or no
supervision; 0 = released to supervision). Discharge is the variable that serves as ‘
the reference in the statistical analyses.

o Supervised release revocations: the number of times during an offender’s sex crime
sentence when he returned to prison as a supervised release v1olator for a technical
violation.

o Broad community notification: dichotomized as either (1) broad community notifi-
cation or (0) no broad community notification, this variable measures whether
offenders were given a Level III risk level assignment prior to their release from
prison and, thus, were subjected to broad community notification.

" o Release year: measuring the year in which offenders were first released from prison
for the instant sex offense, this variable is included to control for any unobserved
differences between the 14 different release year cohorts from 1990 to 2003.

Analysis

In analyzing recidivism, survival analysis models are preferable in that they use
time-dependent data, which are important in determining not only whether offenders
recidivate but also when they recidivate. As a result, the statistical technique we used
was a Cox regression model, which uses both “status” and “time” variables in esti-
mating the impact of the independent variables on recidivism. For the analyses
presented here, the “status” variable was one of the recidivism variables mentioned
above, for example, sex crime rearrest, violent crime rearrest. The “time” variable,
on the other hand, measured the amount of time (in days) from the date of release
until the date of first rearrest, reconviction, reincarceration, or December 31, 2006,
for those who did not recidivate.
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To accurately measure the total amount of time an offender was actually at risk
to reoffend (i.e., “street time™), it was necessary to account for instances in which an
offender was not at risk to recidivate following release from prison. Failure to do so
would bias the findings by artificially increasing the lengths of offenders’ at-risk
periods. Accordingly, the time offenders spent in prison as supervised release viola-
tors was subtracted from their total at-risk period as long as it (1) preceded a rein-
carceration for a new offense or (2) occurred prior to January 1, 2007 (the end of the
follow-up period) for those who did not recidivate. In addition, when recidivism was
defined as a sex reoffense, time spent in prison was deducted for offenders reincar-
cerated for either a violent or a nonsex reoffense.

Because civilly committed offenders are incapacitated in a mental health institu-
tion, it was necessary to account for those who were civilly committed between
September 1991—when Minnesota courts reenacted the civil commitment statute
on released sex offenders—and December 31, 2006. Of the 3,533 sex offenders
released from Minnesota prisons between 1990 and 2003, 93 were excluded
because they were later civilly committed without ever spending any time in the
community. Of these, 70 entered prison-based treatment, with 32 dropping out and
the remaining 38 completing or participating until release. As expected, these
offenders had a higher average risk score (4.82) than the other 3,440 offenders
(3.89), which suggests that they had a greater recidivism risk than the sex offender
population in general. »

We included in the study 54 offenders who had spent time in the community but
had later been civilly committed following a return to prison for either a supervised
release violation or a new crime. Offenders who returned to prison for a supervised
release revocation were “right censored” at the time of their civil commitment, that
is, their at-risk period ended when they were civilly committed. For offenders who
were civilly committed following a reincarceration for a new offense, they were
right censored at the time of their commitment if the offense type was different from
the type of recidivism being measured (e.g., sexual or violent). For example, when
recidivism was measured as a violent reoffense, offenders were r1ght censored at the
time of their civil commitment following a return to prison for either a new sex or a
nonsex crime.

We estimated Cox regression models for each of the nine recidivism measures for
both treatment variables (participation and outcome). However, given that the recon-
viction and reincarceration results were substantively similar to those for rearrest for
all three reoffense types, we present only the findings for rearrest because it is the
most sensitive recidivism measure. Nevertheless, the reconviction and reincarcera-
tion results can be obtained from the authors on request. In addition, to determine
whether there are certain types of offenders for whom treatment may be more effec-
tive, we estimated interaction models for each measure of recidivism. Similar to
stepwise regression, we examined all first-order interactions with treatment and
removed nonsignificant terms until only the significant interactions (at the .05 level)
remained in the model. :
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Results

As shown in Table 4, which breaks out recidivism rates by treatment participation
and outcome, treated offenders had lower reoffense rates than untreated offenders
for each of the three types of recidivism—sexual, violent, and general. Not surpris-
ingly, the best recidivism outcomes were found for offenders who completed treat-
ment or successfully participated until their release. These results suggest that the
risk of recidivism may be significantly lowered by participating in prison-based
treatment, especially for those who complete treatment or successfully participate
until release. It is possible, however, that the observed recidivism differences
between treated and untreated offenders as well as between treatment completers
and dropouts are due to other factors such as prior criminal history, discipline his-
tory, or postrelease supervision. To statistically control for the impact of these other
factors on reoffending, we estimated Cox regression models for each measure of
recidivism across both treatment variables (participation and outcome).

The Impact of Treatment on Sex Offender Recidivism

For each measure of recidivism, we initially ran two separate Cox regression
models to estimate the effects of prison-based treatment. The first model, risk score,
contained the 10-factor risk score measure along with the institutional and postre-
lease controls. The individual predictor model, on the other hand, was similar to the
~ risk score model except that it showed the unique effects of the 10 predictots used
to calculate the risk score. Because the results from the individual predictor models
were similar to those from the risk score models for all three types of recidivism,
only the findings from the risk score models are presented here. Results from the
individual predictor models can be obtained, however, from the authors on request.

Sexual recidivism. The results shown in Table 5 indicate that, controlling for other
factors, prison-based treatment significantly reduced the hazard ratio for a new sex
offense rearrest, decreasing it by 27%. That is, sex offenders who participated in
treatment recidivated less often and more slowly than untreated offenders; as a
result, treated sex offenders survived longer in the community without committing
a new sex offense (see Figure 2). In the individual predictor model, the hazard ratio
was 28% lower for treatment participants.

Although not shown in Table 5, we also estimated Cox regression models that
analyzed the impact of treatment outcome on sexual recidivism. Compared with the
untreated offenders, the effect of dropping out of treatment—either quitting or being
terminated—was in the negative direction and did not have a significant effect on
sexual recidivism. Completing treatment, however, did significantly decrease the
risk (hazard) relative to not receiving treatment, reducing it by 33% in the risk score
model and 34% in the individual predictor model.
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Table 4
Three-Year and Total Recidivism Rates
by Treatment Participation and Outcome

Treatment Treatment Treatment Treatment

Recidivism Completers Dropouts Participants Nonparticipants
Sexual rearrest

Three years 7.1% (51) 10.6% (32) 8.1% (83) 11.6% (118)

Total . 13.4% (96) 16.2% (49) 14.2% (145) 19.5% (199)
Violent rearrest

Three years 13.4% (96) 16.9% (51) - 14.4% (147) 19.3% (197)

Total - 29.0% (208) 35.1% (106) 30.8% (314) 34.1% (348)
General rearrest

Three years 29.1% (209) 33.1% (100) 30.3% (309) 38.5% (393)

Total 55.4% (398) 59.3% (179) 56.6% (577) 58.1% (593)
N 718 302 1,020 1,020

Table 5
Cox Regression Model: Time to First Sex Offense Rearrest

Variables Coefficient SE Hazard Ratio
Prison-based treatment -0.317 0.110 : 0.729%%
Risk score ‘ 0.135 ’ 0.030 1.145%*
Length of stay (months) -0.010 3.0E-3 0.990**
Supervision length (months) -3.1E4 2.3E-3 1.000
Intensive supervised release -1.041 0.358 0.353**
Supervised release ~1.484 0.327 0.227**
Supervised release revocations —0.066 0.049 ' 0.936
Community notification -1.242 0.589 0.289*
Release year : -0.093 0.021 0.911%*
N _ 2,040

*p < .05. ¥¥p < .01.

We tested for interactions between the controls and the two treatment variables
(participation and outcome) in both the risk score and individual predictor models,
but none were statistically significant. The results from all four models, however,
showed that longer lengths of stay in prison, postrelease supervision (ISR or super-
vised release), broad community notification, and release year were associated with
a reduced risk of rearrest. The findings from both risk score models (treatment par-
ticipation and outcome) revealed that risk score was a significant predictor of sexual
recidivism; in the treatment participation model, a one unit increase in risk score
increased the hazard ratio for sexual recidivism by 15%. In the two individual pre-
dictor models, minority offenders, younger offenders, and prior sex crime convic-
tions were significantly associated with an increased risk of sexual recidivism.
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Figure 2
Survival Curves for Sexual Rearrest
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Violent recidivism. The results in Table 6 show that treatment had a statistically
significant impact on violent offense recidivism. The hazard ratio for a violent rear-
rest was 18% lower for treated sex offenders in the risk score model and 19% lower
in the individual predictor model (also see Figure 3). Compared with the untreated
offenders, completing treatment reduced the risk (hazard) by 23% in the risk score
model and by 24% in individual predictor model, whereas the effect of dropping out
of treatment was in the negative direction and was not significant in either model.
Similar to the sexual recidivism results, we did not find any statistically significant
interactions between any of the controls and either treatment variable.

The findings from all four models (treatment participation/risk score, treatment
participation/individual predictor, treatment outcome/risk score, and treatment outcome/
individual predictor) suggested that longer postrelease supervision periods, postre-
lease supervision (ISR and supervised release), and release year were significantly
associated with a reduced risk of rearrest for a violent offense. Supervised release
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Table 6

Cox Regression Model: Time to First Violent Offense Rearrest
Variables Coefficient SE Hazard Ratio
Prison-based treatment -0.194 0.079 0.824%
Risk score 0.157 0.022 1.170%**
Length of stay (months) -3.5E-3 2.0E-3 0.996
Supervision length (months) -4.1E-3 -1.7E-3 0.996*
Intensive supervised release -1.379 10.301 0.252%*
Supervised release —1.426 0.284 0.240%*
Supervised release revocations 0.169 0.029 1.184%**
Community notification -0.531 0.282 0.588
Release year -0.039 0.015 0.962%*
N 2,040

*p < .05. **p < 0.

Table 7

Cox Regression Model: Time to First Rearrest for Any Offense
Variables Coefficient SE Hazard Ratio
Prison-based treatment -0.123 0.059 0.884*
Risk score . 0.198 0.016 1.219%*
Length of stay (months) —5.2E-3 1.5E-3 0.995%*
Supervision length (months) -3.9E-3 1.3E-3 0.996**
Intensive supervised release -0.675 0.291 . 0.501*
Supervised release -0.536 0.281 0.585
Supervised release revocations 0.083 0.026 1.089*
Community notification -0.870 0213 0.419%*
Release year 0.026 0.011 1.027*
N 2,040

*p <.05. **p < .01.

¢

revocations, on the other hand, significantly increased the risk in all four models.
Risk score was a significant predictor of violent recidivism in both treatment vari-
able models, whereas minority offenders, younger offenders, and prior felony con-
victions significantly increased the hazard ratio for rearrest in the individual
predictor models.

General recidivism. As shown in Table 7, participating in treatment had a sta-
tistically significant effect on general recidivism, reducing the hazard ratio for
rearrest for any offense by 12% (also see Figure 4). In the individual predictor
model, the hazard ratio was 14% lower for treated offenders. The treatment out-
come results suggest that, compared with untreated offenders, completing treatment
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Figure 3
Survival Curves for Violent Rearrest
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significantly decreased the risk (hazard) for any offense by 15% in the risk score
model and by 17% in the individual predictor model: The effect of dropping out:
of treatment, relative to not participating in treatment, was in the negative direc-
tion and was not statistically significant in both models. Once again, we did not
find any statistically significant interactions between the controls and either treat-
ment variable.

Longer periods of postrelease supervision, longer lengths of stay in prison, ISR,
and broad community notification significantly decreased the hazard ratio for rear-
rest in all four models, whereas release year and supervised release revocations were
significantly and positively associated with recidivism risk. Risk score significantly
increased the risk of rearrest in both treatment models. In the individual predictor
models, minority offenders, younger offenders, prior felony convictions, a his-
tory of victimizing acquaintances, and recent institutional disciplinary convictions
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Figure 4
Survival Curves for General Rearrest
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significantly increased the risk of general recidivism. In contrast, prior sex crime con-
victions and a history of victimizing male children significantly decreased the risk.

Sensitivity Analyses

Intent to treat. The results presented above suggest that prison-based treatment in
Minnesota significantly reduces sexual, violent, and general recidivism. But in using
PSM to identify the untreated offenders most likely to refuse treatment, it is possible
that we may have underestimated the number of offenders who would have refused to
enter treatment had it been offered to them. For example, treatment refusers (105)
accounted for 6.6% of the offenders (1,598) who were offered treatment. Yet the
105 offenders matched to the treatment refusers made up 5.7% of those not offered
treatment (1,842). If the rate of refusal was the same among the 1,842 not offered
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treatment, then 121 offenders (6.6% of 1,842) would have refused a treatment offer. The
results from the preceding analyses could be biased, then, to the extent that 16 additional
offenders needed to be removed from the comparison group pool but were not.

To address potential treatment refuser bias, we conducted intent-to-treat (ITT)
analyses based on whether offenders were offered treatment. ITT analysis does not
measure the effectiveness of treatment administered insofar as treatment refusers are
considered to be “treated” offenders. It can be used, however, to test whether our
results are robust to possible treatment refuser bias.

We began the ITT analyses by using PSM to individually match offenders not
offered treatment with those who received a treatment offer. We estimated a logistic
regression model in which the dependent variable was a treatment offer (i.e., the
1,598 offenders offered treatment were assigned a value of “1,” whereas the 1,842
untreated offenders not offered treatment received a value of “0). The predictors
were the 17 control variables (excluding risk score) described earlier. After obtaining
propensity scores on the 3,440 offenders, we used the greedy matching procedure to
individually match offenders from both groups. Using a caliper of .10, we were able
to obtain a sample of 2,224 in which all of the covariates were balanced. The number
of matches (1,112) accounted for 70% of the total number of offenders offered treat-
ment (N = 1,598). Moreover, of the 1,112 matched pairs, 85 were treatment refusers
(81% of the 105 refusers).

Using Cox regression, we estimated risk score models for sexual, violent, and
general recidivism. The results from these models, which can be obtained from the
authors, showed that the hazard ratios for offenders offered treatment were signifi-
cantly lower for all three types of recidivism. In particular, the hazard ratios were
19% lower for sexual recidivism (B = —.209; SE = .101), 14% lower for violent
recidivism (B =—.156; SE = .073), and 16% lower for general recidivism (B = —.175;
SE = .056). Compared with the recidivism analyses reported in the previous section,
the hazard ratios were smaller for sexual and violent recidivism but were slightly
larger for general recidivism.

Rosenbaum bounds. As indicated by the results from the ITT analyses, the treat-
ment effects were robust against possible treatment refuser bias. Yet, given that PSM
controls only for bias among the observed covariates, the possibility exists that
unobserved selection bias may account for the significant treatment effects. Hidden
bias can occur when two offenders with the same observed covariates have different
chances of receiving treatment due to an unobserved covariate. If this unobserved
covariate is related to the outcome (recidivism) affected by treatment, then the fail-

-ure to account for this hidden bias can alter conclusions drawn about the effects of
treatment. : : .

We tested the sensitivity of our results to hidden bias by using a method devel-
oped by Rosenbaum (2002) that calculates a bound on how large an effect an unob-
served covariate would need to have on the treatment selection process to reverse
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inferences drawn about the effects of treatment. The Rosenbaum bounds sensitivity
analysis produces a test statistic, gamma, that measures the threshold at which an
unobserved covariate would cause the estimated treatment effect to no longer be
statistically significant (i.e., p > .05). More specifically, the closer the gamma value
is to 1, the stronger the possibility that the effect can be explained away by an
unobserved covariate. Therefore, an estimated treatment effect with a gamma value
of, say, 1.5 would be more sensitive to hidden bias than an effect with a gamma
value of 2.0. '

It is important to emphasize, however, that the Rosenbaum bounds method is
limited in two important ways. First, the sensitivity analysis does not indicate

- whether unobserved bias exists. Rather, it simply identifies how large the hidden
bias would need to be to nullify the estimated treatment effect. Second, as DiPrete -
and Gangl (2004) point out, the Rosenbaum bounds method is a “worst-case” sce-
nario to the extent that it assumes the hypothetical unobserved covariate is an almost
perfect predictor of the outcome variable (recidivism).

The results from the sensitivity analyses reveal that the estimated treatment
effects are not especially robust to hidden bias. With a gamma value of 1.02, the
general recidivism findings are the most sensitive to the possibility of hidden bias,
followed by violent recidivism (gamma = 1.09) and sexual recidivism (gamma = 1.15).
These results suggest that if an unobserved covariate that almost perfectly predicted
general recidivism differed between matched pairs of treated and untreated offenders
by a factor of 1.02 or more, it would be sufficient to undermine the conclusions
regarding the treatment effect. To put this statistic in perspective, LOS would be a
hidden bias equivalent in that, as shown earlier in Table 2, it had a comparable
impact on the treatment selection process (b = .02). Therefore, if an unobserved
covariate existed that perfectly predicted general recidivism and had an impact on
the treatment selection process similar to LOS, it would be sufficient to invalidate
the treatment effect for general recidivism. Furthermore, most of the significant
predictors of treatment selection shown earlier in Table 2 had effect sizes (b > .15)
that exceeded the gamma value for sexual recidivism (1.15), which was the least
sensitive to possible hidden bias. Still, it is worth reiterating, however, that the
Rosenbaum bounds method is a “worst-case” scenario. Although existing research
has identified a number of factors that are significantly associated with sex offender
recidivism, none have yet to be shown to be a nearly perfect predictor of reoffend-
ing, which is what the Rosenbaum bounds approach assumes.

Conclusion
The results from this study suggest that prison-based treatment in Minnesota

produces a significant, albeit relatively modest, reduction in sex offender recidivism.
Indeed, entering treatment lowered the risk of rearrest for a new offense by 12% for
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general recidivism, 18% for violent recidivism, and 27% for sexual recidivism. The
average sexual recidivism rate was 27% lower for treated offenders (14.2%) than
for untreated offenders (19.5%), which is similar to the reduction reported by
Hanson et al. (2002) but lower than that (37%) reported by Losel and Schmucker
(2005) in their meta-analyses of the treatment evaluation literature. Moreover, the
effect size for sexual recidivism (d = .21), which translates to an odds ratio of 1.46
(Lésel & Schmucker, 2005; Sanchez-Meca, Marin-Martinez, & Chacén-Moscoso,
2003), falls within the lower end of the range (d = .12-.47) observed in previous
meta-analytic reviews.

Dropping out of treatment did not significantly increase the risk of recidivism,
although completing treatment lowered it for sexual rearrest by 33%, violent rearrest
by 23%, and any arrest by 15%. In addition, we did not find treatment to be signifi-

-cantly more, or less, effective for certain types of sex offenders. The absence of any
significant interactions is important in its own right, however, for it suggests that
treatment is similarly effective not only for adult rapists and child molesters but also
for incest offenders and those who victimize acquaintances or strangers.

Although the findings reported here support the notion that prison-based sex
offender treatment is moderately effective in Minnesota, there are several limitations
worth reiterating. First, due to a lack of data, this study did not account for the poten-
tial impact that community-based treatment may have had on recidivism. Prior
research has shown that community-based treatment significantly lowers the extent
to which sex offenders recidivate, particularly with regard to sex offenses (Aytes,
Olsen, Zakrajsek, Murray, & Ireson, 2001; Marshall & Barbaree, 1988; Marshall,
Eccles, & Barbaree, 1991; McGrath, Hoke, & Vojtisek, 1998). It is possible, then,
that the sexual recidivism differences between treated and untreated offenders may
reflect variations in the extent to which each group participated in community-based
treatment, that is, more prison-treated offenders may have participated in community-
based treatment than untreated offenders.

Recall, however, that sex offenders who do not receive treatment while incarcer-
ated are directed, as part of their postrelease supervision conditions, to enter treat-
ment while in the community. As a result, it is unlikely that prison-treated offenders
were significantly more likely to participate in community-based treatment than
offenders who were not treated in prison. If anything, sex offenders who were
untreated in prison likely had a higher rate of participation in community-based
treatment than prison-treated offenders. Accordingly, if community-based treatment
is as effective in Minnesota as suggested by prior research, it may have moderated
the observed effect for prison-based treatment. Therefore, the actual effect of prison-
based treatment may be stronger than what was reported in this study.

Second, because this study did not use a randomized experimental design, some
may argue that it does not provide an adequate assessment of the effectiveness of
prison-based treatment—in Minnesota or in general. However, random assignment
does not guarantee equivalence between treated and untreated offenders (Marques
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et al., 2005). Moreover, as Hanson, Broom, and Stephenson (2004) point out, no
single study—regardless of how rigorous the design—is sufficient to determine
whether treatment works. Instead, Hanson and colleagues argue that advances in the
understanding of sex offender treatment will be made when individual studies
improve and the cumulative results from these studies are meaningfully integrated
through meta-analyses. This study thus contributes to the advancement of the sex
offender treatment literature by not only examining a relatively large number of sex
offenders but also by using multiple treatment and outcome measures, a lengthy
follow-up period, a matching technique that controlled for observable selection bias,
and sensitivity analyses that addressed treatment refuser and hidden selection bias.

Appendix

Univariate Relationships Between Control Variables and Recidivism
Control Variables : Sexual Rearrest Violent Rearrest Any Rearrest
Dichotomous Variables Odds Ratios Odds Ratios - Odds Ratios
Minority ‘ - 1002 1.658%* 1.804**
Metro , 1.314** 1.359%* 1.346%*
Prior sex crimes » 1.363** 0.903 0.746**
Prior felony 1.161 1.451%* 1.997**
Stranger 1.369* 1.498%* 1.246
Acquaintance 1.152 1.311** 1.676**
Adult female 1.092 1.387** 1.427%*
Male child 1.272 0.762 0.608** .
Intensive supervised release 0.788* 0.660** 0.640%*
Supervised release 1.082 1.331%* 1.508**
Community notification 0.608* 0.632* 0.476%*
Ordinal/Interval Variables AUC AUC AUC
Age at release (years) 0.360** 0.404%** 0.455%*
Length of stay (months) 0.467* 0.461%* . 0.425%*
Discipline ' 0.543%* 0.583** 0.595**
Supervision (months) 0.443** 0.415%* 0.438%*
Supervised release revocations 0.522 0.579** 0.562%*
Release year 0.377%* 0.371%%* 0.400%*
Risk score 0.564** 0.622%* 0.649%*
N 3,440 3,440 3,440

Note: AUC = area under the curve.
*p < .05. **p < .01
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If treatment is to be widely used in the management of sex offenders, then it
is important that it works. Despite more than 35 review papers since 1990, and a
review of reviews (United States General Accounting Office, 1996), researchers
and policy-makers have yet to agree on whether treatment effectively reduces
sexual recidivism.

This lack of consensus is rooted in inherent difficulties with the evaluation
- of sex offender treatment programs. On the surface, the evaluation process ap-
pears straightforward: The sexual offence recidivism rate of a treated group of
- sex offenders should be compared to the recidivism rate of an equivalent group of
offenders who did not receive treatment. Researchers who attempt such compar-
isons are faced, however, with the challenge of low recidivism rates even among
untreated offenders (Barbaree, 1997). On average, only 10-15% of sex offenders
are detected committing a new sexual offence after 4-5 years (Hanson & Bussiere,
1998). The typical treatment program provides service to relatively few offenders.
To achieve sufficient statistical power, researchers who initiate new studies have
to wait many years before treatment effects can be detected. Those who choose to
evaluate existing programs must use post hoc -comparison groups, often of ques-
tionable comparability.

One way to increase statistical power is to aggregate studies through meta-
analysis (e.g., Cooper & Hedges, 1994). By combining the findings of numerous.
individual studies, the resulting sample size can be sufficient to detect even small
effects. To date, three meta-analyses of the treatment outcome literature for sex
offenders have been published (Alexander, 1999; Gallagher, Wilson, Hirschfield,
- Coggeshall, & Mackenzie, 1999; Hall, 1995b).

Alexander (1999) summarized the recidivism rates of separate groups of un-
treated and treated sex offenders. The treated and untreated sex offenders, in most
cases, came from different studies. Consequently, it was difficult to tell whether
any observed differences could be attributed to treatment effects or to differences
in follow-up periods, offender samples, recidivism criteria, or other design fea-
tures. Although she concluded there was evidence for an overall treatment effect,

- Alexander’s results contained some anomalies. For example, she found lower re-
cidivism rates for treated versus untreated child molesters, and for treated versus
untreated rapists, but there was no significant treatment effect for combined sam-
ples of rapists and child molesters. Critics could argue there was too much method
‘variance across studies to allow for clear conclusions.

Hall’s meta-analysis attempted to control for this method variance by includ-
ing only studies that included a comparison group (Hall, 1995b). Rather than sum-
marizing overall recidivism rates, Hall defined the difference in recidivism rates
between each treatment and comparison group as the outcome criterion. Hall only
examined studies (k = 12) that appeared after Furby, Weinrott and Blackshaw’s
discouraging narrative review of the early (largely pre-1980) treatment outcome lit-
erature (Furby, Weinrott, & Blackshaw, 1989). This meta-analysis found a small,
but significant, overall treatment effect (r = .12), and concluded that medical
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treatments and comprehensive cognitive—behavioral treatments were both supe-
rior to purely behavioral treatments.

A major criticism of Hall’s meta-analysis is that the strongest treatment ef-
fects came from comparisons between treatment completers and dropouts (Hall,
1995b). Such comparisons are difficult to interpret because those who drop out
of treatment are likely to have characteristics related to recidivism risk, such as
youth, impulsivity, and antisocial personality (Wierzbicki & Pekarik, 1993). When
the dropout studies were removed from Hall’s meta-analysis, the treatment effect
was no longer significant (Hall, 1995b; Harris, Rice, & Quinsey, 1998).

Of the three meta-analyses, Gallagher et al’s is the most comprehensive
and technically sophisticated (Gallagher et al., 1999). Gallagher et al. consid-
ered 25 comparison-group studies examining psychological or hormonal treat-

“ments. Like Hall (1995b), they concluded that there was a significant treatment

effect for cognitive—behavioral treatments. Unlike Hall, they found insufficient
evidence to support medical/hormonal treatments. The apparent effectiveness of
medical/hormonal treatments in Hall’s review could be attributed to a single study
of physical castration in Germany (Wille & Beier, 1989).

Although Gallagher et al. (1999) made some effort to restrict their analysis
to well-controlled studies, they nevertheless included a number of studies (6 out
of 25) in which bias could be expected (e.g., comparing completers to treatment
dropouts). As well, they included early studies of programs that showed greater
treatment effects than those revealed in subsequent analyses. For example, the more
recent treatment effects reported by California’s experimental program (Marques
& Day, 1998) were weaker than the effect reported in the earlier study (Marques,
Day, Nelson, & West, 1994) that Gallagher et al’s analysis included. Another
study that Gallagher et al. consider to provide “strong evidence” for cognitive—
behavioral treatment (Nicholaichuk, Gordon, Andre, & Gu, 1995) contained a
subtle methodological bias that may have inflated the treatment effect (Hanson &
Nicholaichuk, 2000). Because the comparison group were released earlier than the
treatment group, the records of the nonrecidivists were more likely to go missing
from the comparison group than from the treatment group.

- Gallagher et al.’s review has not resolved the controversy concerning treat-
ment effectiveness and it is unlikely that the controversy will be resolved in the
near future (Gallagher et al., 1999). All studies, no matter how well conceived, are
open to alternate interpretations; experts can legitimately disagree as to the infor-
mation value of studies containing more or less serious threats to validity (Hanson,
1997). In this context, the Collaborative Outcome Data Project Committee® was

9The committee members (listed as the coauthors of this paper) are researchers committed to the
empirical evaluation of sex offender treatment programs who met through the Association for the
Treatment of Sexual Abusers (ATSA). Although ATSA has provided administrative support for this
project (e.g., providing meeting rooms at its annual conferences, advertising the project), the goals
of the collaborative project were scientific, and the committee’s reports should not be considered
products of ATSA or any other organization.
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formed in 1997, with the goals of organizing the existing outcome literature and
encouraging new evaluation projects to be conducted in a manner that contributes
to scientific knowledge.

The committee’s first challenge was distinguishing between research designs
on the basis of potential threats to validity. A detailed coding manual was developed
that included over 100 variables describing the treatments and another 100 vari-
ables describing the research designs. Available studies, however, rarely collected
and reported such detailed information. Consequently, the analyses reported in
the current report were based on broad classifications. These broad classifications
obscure potentially important distinctions; nevertheless, the analyses of these cat-
egories yielded some interesting results and provide direction for future research.

The major research design classification used in this meta-analysis was based
on how offenders were assigned to the treatment and comparison groups. Any
number of features can influence perceptions of study quality; however, Bangert-
Drowns, Wells-Parker, and Chevillard (1997) found that ratings of study quality
were most strongly linked to methods of subject assignment. Consequently, the
studies were divided as follows: (a) studies in which preexisting group differences
would not be expected (random assignment), (b) studies in which equivalence
was not assured, but where there were no obvious reasons for group differences
(incidental assignment), and (c) studies in which differences would be expected
(dropouts, assignment based on need). : :

Random assignment is a strong method for equating groups, but no method
guarantees equivalence. It is always possible for the groups to differ through purely
random processes (see Marques, 1999). Random assignment studies have the im-
portant feature, however, that even if a particular comparison finds the treated and
untreated groups to differ purely due to chance, such differences would “wash out”
as more random assignment studies are completed.

In contrast, mismatched groups are expected when the decision to attend
treatment is made by the offender, the program, or both (e.g., comparison groups
composed of treatment refusers, dropouts, or offenders considered by staff to be
high need or low need). Such designs have relatively little probative value because
the treatment and comparison groups would be expected to differ on any number
of relevant risk factors (e.g., offender compliance, impulsivity, or attitudes toward
authority), and such differences would not “wash out” as the number of such
studies increased.

Most sex offender treatment outcome studies have attempted to create equiv-
alent groups through matching on risk-related variables rather than random as-
signment. For example, some studies created comparison groups from offenders
sentenced in the same jurisdiction prior to the implementation of the treatment pro-
gram, or from offenders explicitly matched on risk-related variables. When there
was no obvious reason to expect pretreatment group differences, these studies were
considered “incidental assignment.”
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Some studies led to considerable debate as to their appropriate classification.
Such classification difficulties can partly be attributed to the subjectivity of the
global coding system, but they also reflect legitimate differences concerning judg-
ments of study quality. There are no perfect studies in the sex offender field, nor
in any other field for that matter. What is a tolerable lapse to one expert could be
a fatal flaw to another. One of the objectives of the Collaborative Outcome Data
Project, and this current report, is to promote professional debate concerning the
relative quality of treatment outcome studies for sex offenders. _

Not only is it worth distinguishing between different types of research designs,
it is also important to distinguish between different types of treatment. Many of the
studies reviewed by Furby et al. (1989) examined treatments delivered in the 1960s
- and 1970s that would not meet current standards of practice. Defining standards
for effective treatment is difficult given the active debate about whether treatment
works at all. Nevertheless, sex offender treatment has evolved during the last
20 years, guided partly by theory (e.g., Laws, 1989) and partly by the research on
“what works” for offenders in general (e.g., Andrews et al., 1990; Losel, 1995).
Programs considered most likely to be effective are those that target a range of
criminogenic needs (e.g., attitudes tolerant of sexual assault, lifestyle impulsivity,
deviant sexual interests) by teaching relevant skills in a manner appropriate for the
learning style and receptivity of the offender. '

Most treatment programs, however, were not sufficiently documented to allow
ratings of treatment quality to be made with any confidence. Consequently, the
current meta-analysis examined a simple distinction between older and current
treatments. The criteria used for “current” were any treatment still being offered,
or any cognitive-behavioral treatment delivered after 1980. Although a number
of different approaches are potentially effective, sex offender treatment providers
have increasingly put their faith in some version of cognitive—behavioral treatment.

The current study is the first report of an ongoing project that aims to include
all credible studies of sex offender treatment. The studies considered in this report
were those identified as of May 2000, in which sex offenders receiving psycho-
logical treatment were compared to sex offenders receiving no treatment or a form
of treatment judged to be inadequate or inappropriate. Future reports will examine
medical and drug treatments, and the effects of treatment on different types of sex
offenders (e.g., child molesters, rapists).

METHOD
Selection of Studies

Compﬁter searches of both PsycLIT and the National Criminal Justice Ref-
erence System (NCJRS) were conducted using the following key terms: sex(ual)
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offender, rape, rapist, child molester, pedophile, pedophilia, exhibitionist, exhibi-
tionism, sexual assault, incest, voyeur, frotteur, indecent exposure, sexual deviant,
paraphilia(c), and treatment, outcome, recidivism, recidivist, recidivate, reoffend,
reoffense, relapse, and failure. Additional articles were sought through the exami-
nation of the reference lists of the collected articles and those of review articles in
this area. Finally, letters were sent to 30 established researchers in the field of sex of-
- fenderrecidivism requesting overlooked or as-yet unpublished manuscripts or data.

To be included in the present analysis, a study had to compare the recidivism
rates (sexual or general) of a sample of treated sex offenders with a compari-
son group of sex offenders. The same recidivism criteria must have been used
for both groups, and the recidivism rates must have been reported for approxi-
mately the same follow-up period. The combined sample must have been at least
10.(5 offenders in each group). The programs must have provided predominantly
psychological treatment (e.g., group therapy, aversive conditioning), although a
few studies included some offenders who received various forms of medication.

As of May 2000, our search yielded a total of 43 usable studies of psycho-
logical treatment for sex offenders (see Table I). This should not be considered an
exhaustive list, but it contains more than twice the number of studies of the largest
previous review (Gallagher et al., 1999, 20 studies of psychological treatment).

When different articles reported findings based on the same sample of offend-
ers (or overlapping samples), the results were coded from the article reporting on
the largest sample size and longest follow-up period. The same sample, however,
could provide more than one design (e.g., random assignment as well as dropouts.
vs. completers). Table I provides descriptive information for the strongest design
for each sample.

For one program (RTC Ontario), the results from two reports were com-
bined (averaged) because the committee could not agree on which report to in-
clude (Davidson, 1984; Looman, Abracen, & Nicholaichuk, 2000). Two studies
(Abracen, Looman, & Nicholaichuk, 1999; Mander, Atrops, Barnes, & Munafo,
1996) were not included following personal communications from the authors in-
dicating unresolved anomalies in their data (Barnes, November 17, 1999; Looman
et al., 2000). Different information was often drawn from different sources (e.g.,
recidivism information from a research study and the program description from
an unpublished internal report). For 17 studies, the authors of the original reports
coded the studies or provided supplemental information not available in the written
documentation or both. Studies were classified as published (k = 23) or unpub-
lished (k = 20) based on whether the recidivism data used for the meta-analysis
were published in a book or journal.

Most of the studies were based on American (k = 21) or Canadian samples
(k = 16), with five studies from the United Kingdom and one from New Zealand.
The studies were mostly recent (median publication year = 1996), with 10 (23%)
produced in 1999 or later (1977-2000). Total sample size ranged from 14 to 627
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(median of 155). Most of the studies focused on adult male sex offenders. Four
studies specifically examined adolescent sex offenders. Only one study (Barnes &
Peterson, 1997) indicated that their sample contained female offenders (<5% of
their total sample) and none of these women had sexually recidivated.

Of the 43 programs, 23 were offered in institutions, 17 in the community, and
3 in both settings. The major sponsor of the programs was corrections (k = 26),
- followed by health (k = 9) and private clinics (k = 8).Treatment was delivered be-
tween 1965 and 1999, with approximately 80% of the offendersreceiving treatment
after 1980. Most studies examined specialized sex offender treatment programs, al-
though three studies examined the response of sex offenders to programs designed
for general offenders (Borduin, Henggeler, Blaske, & Stein, 1990; Nutbrown &
Stasiak, 1987; Robinson, 1995).

Recidivism was defined by reconviction in 8 studies and rearrest in 11 stud-
ies. Twenty studies used broad definitions of recidivism that included parole vi-
olations, readmissions to institutions, or unofficial community reports or all of
these. The most common source of recidivism information was national crimi-
nal justice records (k = 26) followed by state/provincial records (k = 19). Ad-
ditional sources of information (e.g., child protection records, self-reports) were
used in 9 studies. For 6 studies, the source of the recidivism information was
not specified. Thirteen studies reported only sexual recidivism, 5 studies reported
only general (any) recidivism, and 25 studies reported on both sexual and general
recidivism. -

The average follow-up periods ranged from 12 months to 16 years, with a
median of 46 months for both the treatment and comparison groups.

Coding Categories

Studies were assigned to one of the following six research-design categories:
(a) random assignment (versus no treatment or alternate treatment); (b) incidental
assignment (versus no treatment or alternative treatment); (c) any treatment at-
tendance (including dropouts) versus treatment refusers; (d) treatment completers
versus dropouts; (e) dropouts versus refusers; and (f) assignment based on need
(e.g., treatment given to those assessed as requiring treatment).

In most cases, the “refusers” were offenders in the comparison group who
were assessed and offered treatment, but declined to participate. Comparison
groups could also be coded as “refusers” when the treated sample comprised
volunteers who were heavily screened before being admitted.

The 17 incidental assignment studies included comparison groups drawn
from the following sources: offenders released before the implementation of the
treatment program (k = 5), offenders matched from archives of criminal history
records (k = 3), offenders receiving an earlier version of the treatment program
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(k = 2), and offenders who received no treatment (k = 2) or treatment judged
to be lower in quality (k = 3) due to administrative reasons, such as program
unavailability or insufficient time remaining in their sentence.

The distinctions between designs were usually clear (see Discussion of re-
liability below). The following are some of the more controversial decisions and
are described to help illustrate the boundaries of the coding categories. Robinson
(1995) randomly assigned offenders to treatment or a waiting list condition. The
assignment was not pure, however, because 27% (199 of 740) of the waiting list
group subsequently received treatment and were placed in the treatment sample
(n = 3,531). The majority of the committee considered this to be a random as-
signment study because all offenders initially expressed interest in participating
and the primary reasons for switching from the comparison group to the treatment
group was the lengthy sentence being served by the offender (which, if anything,
should decrease treatment effects).

-Marshall and Barbaree (1988) compared a treatment group to offenders who
expressed interest in receiving treatment, were assessed at the community clinic,
but did not attend treatment because they “lived too far away.” This study was
coded as “refusers/drop-outs” because the offenders’ motivation may have been a
factor influencing how far away is “too far.”

In the study by McGrath, Hoke, and Vojtisek (1998), the offenders could
choose between specialized group treatment and individual treatment. Although
the offenders had a choice of which treatment they received, the study was coded as
incidental assignment because the offenders’ choices appeared to be based mainly
on administrative reasons (e.g., they were already involved with a therapist that
they liked). .

In Allam’s study, the comparison group included offenders who were assessed
in presentence reports as appropriate for treatment, but treatment was not made
a condition of probation so they did not attend (Allam, 1999). The study was
coded incidental assignment because it appears that the judges’ determination
of who received treatment was not based on the offenders’ risk level or their
willingness to attend treatment. The untreated offenders were slightly at higher
risk than the treated offenders were based on an actuarial measure of risk for
sexual offence recidivism (Structured Anchored Clinical Judgment, see Hanson &
Thornton, 2000).

The comparison subjects in Worling and Curwen (1998) were adolescent
offenders referred by other treatment agencies for specialized assessment, not
treatment. This study was considered incidental assignment because the program
did not determine who would receive treatment, although need for treatment may
have been determined by the referring agencies. The effect size calculated in the
current study, however, was substantially smaller than that reported by Worling
and Curwen because the present analysis included treatment dropouts with the
treatment group, not the comparison group.
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Some of the committee recommended completely removing the study by
Nicholaichuk et al. (2000) because of a known artefact in the data (Hanson &
Nicholaichuk, 2000). The majority decision was to retain the study as incidental
assignment, but to use only the data in which the chances of corruption were
small.

The type of treatment was initially categorized as (a) cognitive—~behavioral
k = 295, (b) behavioral (k = 2), (c) systemic (k = 3), or (d) other psychother-
apeutic (k = 7). In two studies, the nature of the treatment was unknown. The
studies were then grouped as “current” or “non-current.” Current treatments met
one of the following criteria: (a) any treatment currently being offered (1998—
2000), either at the original site, or at other sites via treatment manuals; or (b) all
- cognitive-behavioral treatments given to offenders after 1980. This definition of
“current” identified 27 studies of cognitive—behavioral treatment and three studies
of systemic treatment (2 of adolescents; 1 of incest offenders). Systemic treat-
ment aims to change offending behavior by addressing the needs of the family and
other social systems influencing the individual, such as school, peers, and courts
(Swenson, Henggeler, & Schoenwald, 2001).

- Coding Procedure

All published and unpublished documentation was collected for each study.
One of the three trained raters (psychology graduate students) then coded the
study using a standardized coding manual (containing over 250 variables, such
as sample size, follow-up period, methods of treatment used). The authors of the
original study were contacted for clarification when insufficient information was
available concerning crucial variables (e.g., method of subject assignment). Five
studies were coded by the committee directly from the original data (Clearwater,
CS/RESORS, Hanson, Alberta Hospital, Pinel). As well, the authors of four of
the original reports coded all the data except for the design classification, which
was done by the committee. The initial codings were reviewed by one of the com-
mittee members (R. K. H.). Most of the disagreements involved inattention or
clerical errors, which were immediately resolved when the relevant information
was identified. Even when the initial two raters agreed, potentially controver-
sial decisions were referred to the committee. In the few cases where consen-
sus could not be reached, the final coding was based on majority opinion of the
committee. A

To evaluate the reliability of the design classification, an independent rater
identified the strongest design for each study (random, incidental, refusers,
dropouts, or need, in that order). The rater, a graduate student in psychology,
had no previous involvement with this project but had prior experience with sex
offender research. The raters’ judgments were identical for 35 of the 45 ratings



180 Hanson, Gordon, Harris, Marques, Murphy, Quinsey, and Seto

(78% agreement, k = .71). This level of rater reliability is similar to that found in
other meta-analyses (Bangert-Drowns et al., 1997).

Whenever possible, data were coded to fit the research design that minimized
the likelihood of preexisting differences between the treatment and comparison
groups. Consequently, the recidivism rates reported in Table I do not always cor-
respond to those reported in the original articles. If sufficient information was
available, dropouts were included in the treatment group. If survival data were
presented, recidivism rates were taken directly from the graph for a standard follow-
up period. This time period was somewhat before the end of the longest possible
follow-up period because survival curves are unstable when a small number of
offenders (n < 20) remain in the sample.

Index of Treatment Effectiveness

The basic outcome data were 2 x 2 tables containing the recidivism outcomes
of the treatment and comparison groups. Several different statistics, such as rate
ratios and phi, can be used to summarize 2 x 2 tables for the purpose of meta-
analysis. Following the recommendation of Fleiss (1994), the index selected was
the odds ratio, which is defined as follows: (recidy/nonrecid;)/(recid./nonrecidc),
where recid, is the number of recidivists in the treatment group, nonrecid, is the
number of nonrecidivists in the treatment group, recid, is the number of recidivists
in the comparison group, and nonrecid. is the number of nonrecidivists in the
comparison group.

In contrast to other common effect size indicators, the odds ratio is relatively
unaffected by arbitrary design features, such as the proportion of offenders in the
treatment and comparison groups, or the overall recidivism rate (Fleiss, 1994). As
recommended by Fleiss, a value of 0.5 was added to each cell to minimize bias
and to permit the analysis of tables containing empty cells.

Values of the odds ratio can range from very small (e.g., <.01) to very large
(e.g., >100) with values of 1.0 indicating no difference between the groups. Small

“values of the odds ratio indicate treatment effectiveness, that is, lower recidivism
rates in the treatment than comparison groups. When the recidivism base rate is
low, the odds ratio approximates the rate ratio. For example, an odds ratio of 0.70
can be interpreted as follows: for every 100 untreated sex offenders who recidivate,
only 70 treated sex offenders will recidivate. '

Summarizing Findings

Standard meta-analytic procedures were used to summarize the results across
studies (Hedges, 1994; Hedges & Olkin, 1985). Variability across studies was
indexed by the Q statistic: @ = Y w; (LOR; — LOR,,)?,where LOR; is the natural
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log of the odds ratio for each sample, w; is the weight for each sample (equal
to the inverse of its variance — SE?), and LOR,, is the weighted grand mean
(O_ w;LOR;/Y_ w;). The Q statistic is distributed as x? with degrees of freedom
equal to k — 1, where k is the number of studies.

Statistical tests were conducted on the log of the odds ratio [log(n1inaa/
ni2n21)] because the standard error of the log odds ratio is easily defined as (1/n1; +
1ngp + Unay + Unp)Y2 (n11, niz, na1, and nay are the cells of a 2 x 2 table).
The reported statistics, however, were transformed back into odds ratios for ease
of interpretation.

RESULTS

The 43 studies examined a total of 5,078 treated sex offenders and 4,376
untreated sex offenders. Averaged across all studies, the sexual offence recidi-
vism rate was lower for the treatment groups (12.3%) than the comparison groups
(16.8%, 38 studies, unweighted average). A similar pattern was found for general
recidivism, although the overall rates were predictably higher (treatment 27.9%,
comparison 39.2%, 30 studies). These recidivism rates were based on an average
46-month follow-up period using the variety of recidivism criteria reported in the
original studies.

Sexual Recidivism

Table II presents the meta-analytic summary of the results for sexual recidi-
vism. Averaged across all types of treatment and all research designs, there was a
small advantage for the treated versus the untreated offenders (OR = 0.81). Given
that the confidence interval (0.71-0.94) did not include “1.0,” the effect was statis-
tically significant. There was, however, considerable variability across studies, as
indicated by a large Q statistic (145.02, df = 37, p < .001). The treatment effect
was much stronger in the unpublished studies (OR = 0.65,95% CI of 0.52-0.81,
k = 17) than in the published studies (OR of 0.95,95% CI of 0.79-1.15, k = 21).

Three random assignment studies used sexual recidivism as the outcome
variable. These diverse studies produced diverse results. Borduin, Schaeffer, and
Heilblum (2000) found a significant effect of multisystemic treatment for adoles-
cent sex offenders (OR = 0.22). Romero and Williams (1983) found that weekly,
unstructured group psychotherapy was associated with a nonsignificant increase in
sexual recidivism (OR = 1.90). Marques (1999) found no difference for offenders
receiving cognitive—behavioral treatment and the comparison group (OR = 1.09).
Overall, the odds ratio associated with the three random assignment studies was
1.03 (95% CI of 0.67—1.59), with more variability between the studies than would
be expected by chance (Q = 6.36,df =2, p < .05).
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Table II. Treatment Effectiveness for Reducing Sexual Offence Recidivism

Studies Odds ratio 95% CI 0 ) " on (k)
All 0.81 0.70/0.93 145.02%** 8,164 (38)
Research designs
Random assignment 1.03 0.67/1.59 6.36 694 (3)
Incidental assignment 0.62 0.50/0.77 28.08* 2,948 (17)
Completers vs. dropouts 047 0.36/0.61 21.50 2,732 (18)
Any attendance vs. refusers 0.90 071/1.14 24.93** 2,892 (11)
Dropouts vs. refusers 1.67 0.91/3.06 2.69 " 3534
- Assignment based on need 3.10 2.15/4.48 11.10* 1,130 (6)

Treatment compatrisons
Current treatments

Adults 0.61 048/0.76 21.17* 2,779 (12)

Adolescents ‘ 0.50 0.22/1.13 253 237(3)

Total 0.60 0.48/0.75 23.89* 3,016 (15)
Institutional (current)

Adults . 0.62 0.48/0.80 12.31* 1,771 (6)

Adolescents 024 0.01/6.24 58(1)

Total _ 0.61 0.48/0.79 . 12.62* 1,829(7)
Community (current)

Adults 057 0.34/0.95 8.78 1,008 (6)

Adolescents 0353 0.23/1.22 2.32 179 (2)

Total 0.56 0.36/0.86 11.12 1,187 (8)
Non-current treatment 1.19 0.77/1.86 8.19 626 (5)

Note. 95% CI is the 95% confidence interval for the odds ratio, Q is a measure of between study
variability (small values indicate less variability), n is the total number of offenders, and k is the

number of studies.
*p <.05.%p < .01.***p < .001.

-On average, the 17 studies using incidental assignment were associated with
significant reductions in sexual recidivism (OR = 0.62,95% CI of 0.50-0.77) with
more variability than would be expected by chance (Q = 29.0,df = 16, p < .05).

Those offenders who dropped out of treatment had consistently higher sexual
recidivism rates than those who completed treatment (OR of 0.47). The effect was
consistent across the 18 studies (Q = 21.50,df =17, p > .10).

Offenders who refused treatment, however, did not appear to be at higher risk

‘than offenders who attended any treatment (including dropouts). The odds ratio
was 0.90 with significant variability across studies (Q = 24.93, df = 10, p < .01).
The four studies that directly compared dropouts to refusers found higher sexual
recidivism rates among the dropouts than the refusers {OR of 1.67), but the effect
was not statistically significant.

Offenders referred to treatment based on percelved need had significantly
higher sexual recidivism rates than the offenders considered not to need treatment
(OR of 3.10).The only study not finding this pattern was Lab, Shields, and Schondel
(1993), in which treatment was provided to offenders with the lowest perceived
risk. When this outlier was removed the effect for need-based assignment increased
to 3.38 with no significant variability (Q = 8.92,df = 4, p > .05).



Effectiveness of Treatment for Sex Offenders 183

The remarkably consistent effects found when the comparison groups in-
cluded dropouts or those assessed as not needing treatment suggests that the results
of these studies are more related to the method of subject selection than to the treat-
ment received. Consequently, comparisons between treatments were conducted
using only the incidental and random assignment studies. These two types of stud-
ies were combined because there were only two random assignment studies that
examined current treatment: Borduin et al. (1990, 2000), who found a significant
treatment effect, and Marques (1999), who did not. It should be noted that the
Marques (1999) data used in the current study were the preliminary 1995 results;
the final report from this study has yet to be released.

On average, the 20 incidental/random studies were associated with an overall
" treatment effect (OR = 0.69; 95% CI of 0.56-0.84), with substantial variability
across studies (Q = 39.63,df =19, p < .01, n = 3,642). For the 15 studies of
current treatment, the odds ratio-was 0.60 (95% CI of 0.48-0.76), with significant
variability {Q = 23.89, df = 14, p < .05). The weighted average across these 15
studies corresponds to a sexual recidivism rate of 9.9% for the treatment groups
(n = 1,638) compared to a rate of 17.4% for the comparison groups (n = 1,378,
medians of 9.2 and 15.6%).

The treatment effect remained significant when considering only studies in
which dropouts were explicitly included with the treatment group (OR of 0.56,
95% Cl of 0.35-091,0 = 12.34,df = 6, p > .05, k = 7).Incontrast, noncurrent
treatments had no effect on reducing'sexual recidivism (OR of 1.19; k ='5).

Studies that compared a current treatment to an alternate form of treatment
tended to find larger treatment effects (OR of 0.28,95% CI of 0.15-0.54, 6 studies,
n =708; Q = 3.62, ns) than did studies that compared current treatments to an
untreated comparison group (OR of 0.64, 95% CI of 051-0.81, 10 studies, n =
2,753; Q = 15.71, ns).

Current treatments appeared to be equally effective foradults (OR of 0.61) and
adolescents (OR of 0.50). None of the effects were statistically significant for the
adolescent programs, however, due to the small sample size (total n = 237; k = 3).

- Institutional treatment (OR of 0.52) and community treatment (OR of 0.56)
were both associated with reductions in sexual recidivism. There was relatively
little variability across the studies, with the amount of variability in the commu-
nity treatment studies being no more than would be expected by chance (Q =
11.12,df =17, p > .05).

The effects were similar for institutional programs treating adults (OR of
0.62) and adolescents (OR of 0.24), although it was difficult to make a compar-
ison because only one study- examined an institutional program for adolescents
(Guarino-Ghezzi & Kimball, 1998). Current community treatments were associ-
ated with reductions in sexual recidivism for adults and adolescents (OR of 0.57
and 0.53, respectively). Again, the effect for the adolescents was not significant
due to low sample size (n = 179, k = 2).
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Table III. Treatment Effectiveness for Reducing General (Any) Recidivism

Studies Odds ratio 95% CI o n (k)

All 0.56 0.50/0.64 120.08*** 6,075 (31)
Research designs

Random assignment 0.92 0.69/1.22 1061* 897 (4)

Incidental assignment 052 0.40/0.68 34.70%** 1,176 (10)

Completers vs. dropouts , 038 0.30/047 8356 2202 (14)

‘Any attendance vs. refusers 047 0.39/0.58 48 26*** 2,274 (8)

Dropouts vs. refusers : 0.85 042/1.73 0.18 123 (2)

Assignment based on need 1.30 0.94/1.32 2.26 834 (6)

Treatment comparisons

Current treatments :
Adults : 0.59 0.45/0.78 33.00%** 1,101 (5)

-Adolescents 035 0.13/0.91 2.05 74 (2)

Total 057 0.44/0.74 36.12%** 1,175 (7)
Institutional (current)

Adults 082 0.60/1.13 15.76%** 771 (3)

Adolescents ‘ 048 0.17/1.39 - : 58 (1)

Total : 0.79 0.58/1.07 16.66*** 829 4
Community (current)

Adults ' 021 0.12/0.37 0.01 330 (2)

Adolescents 0.08 0.01/0.75 16 (1)

Total ‘ : 0.20 0.12/0.35 073 346 (3) -
Non-current treatment 0.84 0.63/1.12 13.11* 898 (7)

Note. 95%_ Cl is the 95% confidence interval for the odds ratio, Q is a measure of between study
variability (small values indicate less variability), n is the total number of offenders, and & is the

number of studies.
*p < .05.%*p < .001.

General Recidivism

The treatment effects for general recidivism were similar to the effects for
sexual recidivism (See Table III). Across all studies (r = 31),treated offenders had
significantly lower general recidivism rates than untreated offenders (OR of 0.56),
- with substantial variability across studies (Q = 120.08, df = 30, p < .001). The |

16 published studies (OR of 0.59, 95% CI of 0.49-0.70) and the 15 unpublished
studies (OR of 0.54, 95% CI of 0.46-0.64) showed similar results.

Two of the four random assignment studies found significant treatment effects.
Robinson (1995) found a cognitive skills training program to be associated with a
significant reduction in general offending (OR of 0.51). Similarly, Borduin et al.
(1990) found that multisystemic treatment reduced general recidivism among ado-
lescents (OR = 0.08, p < .05). The Borduin et al. results need to be interpreted
cautiously, however, because they were based on a sample of only 16 subjects
(8 per group); the general recidivism rate was not reported in the larger extension
of the study (Borduin et al., 2000). Romero and Williams (1983), however, found
no significant effect for unstructured group psychotherapy for adult offenders (OR
of 0.82) nor did Marques (1999) find any effect for a cognitive-behavioral program
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(ORs of 1.30). Overall, the random assignment studies were associated with a non-
significant odds ratio of 0.92 (95% CI of 0.69-1.22), with significant variability
(0 =10.61,df =3, p < .05).

The 10 incidental assignment studies were associated with a reduction in
general recidivism (OR of 0.52, 95% CI of 0.40-0.68) with significant variability
(Q =34.70,df =9, p < .001).

Offenders who completed treatment had consistently lower general recidivism
rates than those who failed to complete treatment (OR of 0.38) and the effect was
consistent across studies (Q = 8.56, df = 13, p > .75).In contrast to the findings
for sexual recidivism, -however, those who refused sex offender treatment were

more likely to recidivate with any offence than those who attended any treatment = -

(OR of 0.47, with significant variability). The two studies that compared dropouts
with refusers on general recidivism found similar rates for both groups (both
relatively high risk). Studies in which offenders were assigned to sex offender
treatment based on perceived need showed similar rates of general recidivism
for both the treated and untreated. groups (OR of 1.30, 95% CI of 0.94-1382,
Q =2.26,df =35, p > .50).

When the analysis was restricted to the incidental and random- ass10nment
studies, the odds ratio was 0.69 (95% CI of 0.57-0.84, k = 13). The effect was
higher for current treatments (OR of 0.57; 95% CI of 044-0.74; k = 7), than
for noncurrent treatment (OR of 0.84, 95% CI of 0.63-1.12, k = 7). A weighted
average for the 7 studies of current treatments resulted in a general recidivism rate
of 32.3% for the treated offenders (n = 709) and 51.3% for the comparison groups
(n = 466) (medians of 25 and 46%, respectively).

As with sexual recidivism, studies that compared a current treatment to an
alternate form of treatment tended to find larger treatment effects (OR of 0.28,95%
CI of 0.14-057,3 studies, n = 177) than studies that compared current treatments
to an untreated comparison group (OR of 0.64, 95% CI of 0.48-0.85, 4 studies,
n = 998).

Treatment reduced general recidivism significantly for both adults (OR of
0.59) and adolescents (OR of 0.35).

Current community treatments appeared to have a stronger effect on gen-
eral recidivism (OR of 0.20; 95% CI of 0.12-0.35; k = 3) than did treatment
provided in institutions (OR of 0.79; 95% CI of 0.58-1.07; k = 3). This differ-
ence should be interpreted cautiously, however, given the small number of stud-
ies and the significant variability in the effectiveness of the institutional treat-
ments (Q = 16.66, df =3, p < .001). The relatlve effectiveness of community
versus institutional treatment appeared similar for adults and adolescents, but there
was only one study of institutional treatment and one study of community treatment
for adolescents.

An important question is the extent to which sex offender specific treatment is
effective in reducing general recidivism. The four studies (1 random; 3 incidental)
of current, sex offender specific treatment for adults found a significant reduction
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in general recidivism (OR of 0.61,95% CI of 045-0.82, Q = 32.79,df =3, p <
.001, n = 866).

DISCUSSION

The current review, like previous quantitative reviews (Gallagher et al., 1999;
Hall, 1995b), found that the recidivism rates of treated sex offenders were lower
than the recidivism rates of untreated sex offenders. Given the large numbers
in the current study (more than 9,000 offenders in 43 studies), this pattern of
results cannot be seriously disputed. What can be disputed are the reasons for
the group differences. Did the treatment reduce the offenders’ recidivism rates,
or were the observed differences produced by unintended consequences of the
research designs? We believe that the balance of available evidence suggests that
current treatments reduce recidivism, but that firm conclusions await more and
better research. :

The strongest research designs are those in which offenders are randomly
assigned to treatment, but there are very few of such studies. Borduin et al. (1990,
2000) found multisystemic treatment to be effective with adolescent sex offenders,
but this form of treatment has yet to be evaluated in other settings, and is difficult to
apply to adult sex offenders. Robinson (1995) found that a cognitive skills training
program reduced general recidivism among sex offenders. Robinson’s (Robinson,
1995) findings, however, are best considered part of the already well-established
research on “what works” with general offenders (e.g., Losel, 1995). There is only
one random assignment study examining a current sex offender specific treatment
(Sex Offender Evaluation and Treatment Project SOTEP; Marques, 1999), which,
so far, has not found a positive effect of treatment. Rather than limit the entire sex
offender treatment debate to the strengths and weaknesses of the SOTEP study, the
Collaborative Project considered research studies using methods other than random
assignment.

Studies comparing treatment completers to dropouts consistently found
higher recidivism rates for the dropouts, regardless of the type of treatment pro-
vided. Even in studies where there was no difference between the treatment group
and the untreated comparison groups, the treatment dropouts did worse. Conse-
quently, treatment dropout studies cannot be used to evaluate the effectiveness of
treatment (except in the discouraging case where dropouts do better than com-
pleters). -
Dropouts can be high risk to reoffend for a number of reasons. They are likely
to have preexisting characteristics associated with recidivism risk (e.g., youth,
impulsivity, and unstable lifestyles; Wierzbicki & Pekarik, 1993) and the factors
motivating treatment termination are often themselves correlated with recidivism
(e.g., offender hostility toward authority, noncompliance). It is also possible that



Effectiveness of Treatment for Sex Offenders 187

interrupted treatment makes offenders worse. The initial stages of treatment can
introduce offenders to deviant role models, cognitive distortions, and a wide range
of novel, sexually deviant fantasies and behaviors. Although the mechanisms have
yet to be identified, the consistent findings suggest that failure to complete sex
offender treatment is a reliable and robust predictor of recidivism.

A somewhat surprising finding was that offenders who refused treatment were
not at higher risk for sexual recidivism than offenders who started treatment. Treat-
ment refusers, however, were at relatively high risk for general recidivism. Several
explanations for this pattern of results are available. Some offenders may realisti-
cally conclude that they do not require treatment. Refusing treatment may not be
a marker of sexual deviance; instead, it may be associated with a generally non-
cooperative, antisocial lifestyle. There was, however, significant variability across
studies and further research is required to determine when, if ever, treatment refusal
is associated with an increased risk. The current results, however, are a challenge
to evaluators who routinely use “treatment refusal” as a poor prognostic indicator.

Studies that compared sex offenders who “needed” treatment to less needy
‘offenders consistently found worse outcomes for the treatment group. It appears
that evaluators are better able to identify high risk offenders than to change them.
The results of need-based assignment studies are difficult to interpret because their
outcome is determined by the competing influences of the need assessment and
treatment.

* Most-of the evidence for treatment effectiveness came from incidental as-
signment studies. In these studies, there was no obvious, a priori reason that the
offenders would be higher or lower in risk than the comparison group. Neither
the offender nor the program determined who would receive treatment, and there
were no other obvious factors that should bias the composition of the groups. The
incidental assignment studies found an overall effect for treatment as well as vari-
ation across treatments. Current treatments (any treatment currently offered and
cognitive-behavioral treatments offered since 1980) were associated with a'signif-
icant reduction in both sexual and general recidivism whereas the older treatments
were not.

When the random and incidental assignment studies were combined, current
treatments were associated with reductions in both sexual recidivism (from 17.3
to 9.9%), and general (any) recidivism (from 51 to 32%). These reductions were
not large, but they were statistically reliable and large enough to be of practical
significance. ‘

Although care was taken to identify and code studies in a manner that mini-
mized preexisting group differences, it is always possible that the studies included
hidden biases. The task for those concerned with the empirical evaluation of sex
offender treatment programs is to identify and describe potential threats to validity.
The importance of potential threats can then be debated and, wherever possible,
empirically evaluated. -
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Consider, for example, a cohort design in which the comparison group in-
cluded a sample of offenders from the 10 years prior to the implementation of
the treatment program in 1990. One potential threat to validity is a cohort effect
on recidivism rates: the chances of being reconvicted for sexual offence may be
higher (or lower) in the 1990s than in the 1980s. Such cohort effects may be
dismissed as trivial, but significant cohort effects have been documented. In the

-United Kingdom, the chances of a reported sexual offence resulting in a convic-
tion dropped from 37% in 1981 to 17% in 1997 (Friendship & Thornton, 2001).
Providing evidence that the outcome criteria did not undergo substantial change
during the study period could increase the validity of cohort designs.

In many-cases, however, the information required to-€xamine threats to va-
lidity is not available. This lack of information can partly be attributed to a lack of
diligence, but there is a more fundamental problem: uncertainty concerning what
information needs to be collected. Even experts disagree as to the most important
threats to validity in sex offender treatment outcome studies. Some guidance can
be drawn from standard texts on research methodology {e.g., Campbell & Stanley,
1966), but the most salient factors vary with the research questions and the current
state of knowledge in the field (Bangert-Drowns et al., 1997). A major aim of the
Collaborative Outcome Data project is to promote debate and research concerning
the essential requirements of sex offender treatment outcome studies. "

It is interesting to note, however, that previous meta-analytic reviews have
not found more methodologically rigorous research studies produce results sub-
stantially different from less rigorous studies (e.g., Redondo, Sdnchez-Meca, &
Garrido, 1999). Redondo et al.’s meta-analysis of European outcome studies for
general offenders found that the highest quality designs were associated with the
largest effect sizes (Redondo et al., 1999). In a meta-analysis of 191 remedial
programs for intoxicated drivers, Bangert-Drowns et al. (1997) found that study
quality was more related to the variability in the findings than to the effect size.
As study quality increased, the results converged around the mean value.

The encouraging results of the current review raises questions as to why
previous reviews have been inconclusive (e.g., United States General Accounting
Office, 1996). First, the present results suggest that early reviewers had good
reason to be sceptical: older treatment programs were associated with a slight
(nonsignificant) increase in sexual recidivism (OR of 1.19). The treatment of sex
offenders, however, has changed considerably since the 1970s. Studies of newer
forms of treatment have only recently become available. Most of the studies in
the current review were produced after 1995 and 23% were only available after
1999. All but one of the 1999/2000 studies were still unpublished at the time of
this writing, resulting in larger treatment effects for the unpublished studies than
the published studies. :

Another reason that treatment effect may appear ephemeral is the low statis-
tical power of the typical outcome study (Barbaree, 1997). Although the relative
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reduction in recidivism rate was substantial (approximately 40%), the absolute
reduction in recidivism rates was modest (7%), even among the better-designed
studies of current treatments. Given this modest absolute reduction and a median
sample size of 85 treated subjects, the average study would be expected to obtain
significant results only 25% of the time (difference between .17 and .10; & = .05,
two-tailed; Cohen, 1988). Only 6 of the 15 current treatment studies were statis-
tically significant in the original reports. Although some of the variability could
be attributed to different samples and treatments, this number of nonsignificant
findings is expected given low statistical power.

DIRECTIONS FOR FUTURE RESEARCH

This is the first report of the ongoing Collaborative Outcome Data project.
There is much to learn about the effectiveness of treatment for sex offenders, and
knowledge can only accumulate as new studies are made available. Clinicians
_can make a significant contribution to this project by organizing their records in
a manner conducive to systematic :evaluation (Hanson, 2000). Researchers can

- contribute by producing high-quality studies and making them available for sys-
tematic integration. Sample size matters less than the care taken to promote equiv-
alence between the treatment and comparison groups. Ideally, this would involve
random assignment. The accumulated evidence of small, nonsignificant studies
(e.g.,n < 20) can potentially yield valuable conclusions.

Although the meta-analysis provided evidence about the overall effectiveness
of treatment, it provided little direction on how to improve current practise. The
treatments that appeared effective were recent programs providing some form
of cognitive-behavioral treatment, and, for adolescent sex offenders, systemic
treatment aimed at a range of current life problems (e.g., family, school, peers).
Further research is needed in order to make reliable distinctions between types
of treatment and types of offenders. Different sex offenders would be expected to
have different treatment needs; not all treatment would be expected to benefit all
offenders (Marques, 1999).
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Abstract. The article reports a meta-analysis on controlled outcome evaluations of sexual offender
treatment. From 2,039 documents published in five languages, 69 studies containing 80 independent
comparisons between treated and untreated offenders fulfilled stepwise eligibility criteria (total N =
22,181). Despite a wide range of positive and negative effect sizes, the majority confirmed the benefits
of treatment. Treated offenders showed 6 percentage points or 37% less sexual recidivism than controls.
Effects for violent and general recidivism were in a similar range. Organic treatments (surgical
castration and hormonal medication) showed larger effects than psychosocial interventions. However,
this difference was partially confounded with methodological and offender variables. Among
psychological programs, cognitive-behavioral approaches revealed the most robust effect. Nonbehav-
ioral treatments did not demonstrate a significant impact. There was no outcome difference between
randomized and other designs, however, group equivalence was associated with slightly larger effects. *
Various other moderators had a stronger impact on effect size (e.g., small sample size, quality of
outcome reporting, program completion vs. dropout, 'age homogeneity, outpatient treatment, and
authors’ affiliation with the program). More differentiated, high-quality evaluations are needed to -
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Treatment for sexual offenders is a very important topic of criminal policy. Media -
reports on serious cases of sexvally motivated murder, rape, and child abuse have
made people particularly concerned about this area of crime. In various countries,
policymakers have reacted by increasing measures of both punishment and
treatment. Because most incarcerated sexual offenders return to the community,
effective treatment is a cornerstone for preventing future offenses. However, the
empirical basis of sex offender treatment is less solid than such a cornerstone
should be. Although recent overviews suggest a moderately positive effect (e.g.,
Alexander 1999; Aos et al. 2001; Gallagher et al. 2000; Hanson et al. 2002; Lasel
2000; Polizzi et al. 1999), methodological problems, inconsistent results, and a
lack of high quality studies question how far we know what works for sex
offenders (e.g., Losel 2000; Marques et al. 2005; Quinsey et al. 1993; Rice and
Harris 2003; White et al. 1998). ‘
Indeed, there is much less well-controlled research on the evaluation of programs
for sex offenders than in the field of general offender treatment (Lipsey and Wilson
1998; Losel 2001a; McGuire 2002). Clear messages on the efficacy of programs for
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sex offenders are complicated by various problems that relate to issues of design and
treatment.

Design issues. Serious offenders relatively often receive at least some kind of
treatment. This makes it difficult to form randomized untreated control groups. The
relatively low baserate of official sexual reoffending (e.g., Hanson and Bussiére
1998) means that large samples are needed to reveal a significant effect. However,
for economic reasons, evaluations of sex offender treatment often contain rather
small samples. This enhances the risk of nonequivalent groups, even in randomized
designs (Marques et al. 2005). Furthermore, selective dropout and other problems
make it difficult not only to implement but also to maintain internal validity (e.g.,
Barbaree 1997; Marshall and McGuire 2003). In addition to the general problems
of undetected crime, the registration of sexual offenses is influenced by the
intimate nature of this kind of crime. This limits the value of official data.

Treatment issues. The analysis of sexual reoffending requires relatively long
follow-up periods (Prentky et al. 1997), so that evaluations may address old
programs that do not represent the current ‘state of the art.” Furthermore, the
treatment of sex offenders embraces a broad range of medical and psychosocial
programs, and sex offenders are a rather heterogeneous group. As a result,
adequate evaluations and replications need to be rather differentiated. Moreover,
sex offenders often do not receive a single program but individualized ‘packages’
(e.g., psychological and pharmacological treatment; additional programs for
alcohol dependence). Disentangling the impact of specific modules would require
relatively complex evaluations.

These and other problems make systematic research integrations more difficult
than in those areas in which we can draw on a large number of methodologically
sound evaluations. Accordingly, an early meta-analysis from Furby et al. (1989) found
few well-designed studies and concluded that there is “as yet no evidence that clinical
treatment reduces rates of sex reoffenses” (p. 27). Nine years later, a review for the
Cochrane Collaboration came to a similar conclusion (White et al. 1998). Restricting
their analysis to randomized evaluations, the authors ended up with only three
studies. Other recent meta-analyses included quasi-experimental studies as well. This
is in line with the notion that methodological quality is not a unidimensional all-or-
none category, and that practice can also learn from good but suboptimal studies
(Cronbach et al. 1980; Losel and Koferl 1989; Shadish et al. 2002).

Most reviews report a lower average rate of sexual recidivism in treated groups
than in control groups. For example, Hall (1995) integrated 12 controlled studies.
The average rate of sexual recidivism was 19% in treated groups and 27% in
controls (mean effect size (ES): d = 0.24). Hormonal and cognitive-behavioral
treatments were more successful than other programs. However, such differential
effects based on a small number of studies and a single evaluation of castration had
a strong impact. Alexander (1999) integrated 79 studies on psychosocial sex
offender treatment. The mean difference in recidivism was 5 percentage points in
favor of treatment (d = 0.12; Losel and Schmucker 2003). However, the majority
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of studies contained no control group (Level 1 on the Maryland Scale of
Methodological Rigor; Sherman et al. 1997). The same holds for a meta-analysis
of 20 studies on medical and psychological treatment from German-speaking
countries. This revealed a nonsignificant effect of d = 0.08 (L6sel 2000). Gallagher
et al. (2000) analyzed 23 studies of relatively good quality. Treated groups showed
10 percentage points less sexual recidivism than controls and the overall effect size
was relatively large (d = 0.47). In the most comprehensive recent meta-analysis,
Hanson et al. (2002) integrated 43 studies on psychological treatment. The average
sexual offense recidivism was 12.3% for treatment groups and 16.8% for com-
parison groups (mean ES: d = 0.13; Losel and Schmucker 2003). Current, mainly
cognitive-behavioral treatment revealed better outcomes whereas older programs
appeared to have little effect.

Overall, the last decade has shown a strong increase and more positive
outcomes in evaluations of sex offender treatment. However, research syntheses
vary in effect size, type of treatment included, prevailing design quality,
‘categorization of programs, treatment settings, and meta-analytical techniques
(L6sel and Schmucker 2003). Nearly all are restricted to English-language studies
that. mainly come from North America. Against this background, an updated,
comprehensive, independent, and international review seems worthwhile. This is
why the Campbell Collaboration Group on Crime and Justice (Farrington and
Petrosino 2001) has included a systematic review on sex offender treatment in its
portfolio. The present study is a first report of our work on this synthesis. It
contains a meta-analysis of studies on both psychological and biological treatment
that were published up to 2003 in English and various other languages.

Method
Criteria for inclusion of studies

Primary studies had to have the following characteristics to be eligible:

1. Study of sexual offenders. Participants had to have been convicted of a sexual
offense or to have committed acts of illegal sexual behavior that would have
lead to a conviction if officially prosecuted.

2. Evaluation of treatment. No restrictions were made on the kind of intervention
applied as long as it aimed to reduce recidivism (i.e., psychosocial as well as
organic treatment modes such as hormonal medication or surgical castration
were included). However, interventions had to incorporate therapeutic mea-
sures; purely deterrent or punishing approaches were not included. Treatment
did not have to be specifically tailored for sexual offenders. More general
measures of offender treatment were included if the study addressed at least a
subgroup of sexual offenders and reported separate results for sexual offenders
in both the treated and control groups.
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3. Measure of recidivism as outcome. Recidivist behavior had to be included
as a dependent variable. We followed a broad definition of recidivism and
included outcomes ranging from incarceration to lapse behavior. In contrast,
primary studies focusing exclusively on changes in measures of personality or
hormone levels, clinical ratings of improvement, and the like were not
included.

4. Control group design. The study had to report the same recidivism outcome for -
a comparison group not receiving the same treatment. This could either be an
untreated control group or a group of offenders receiving treatment ‘as usual’ or
another kind of treatment that differed from the evaluated program in content,
intensity and specificity. Studies using only treatment dropouts as a control
group were not eligible.

5. Sample size. Studies had to contain a minimum total sample size of 10 persons
with at least five offenders in each group. In very small samples, even minimal
differences in absolute numbers of recidivism between groups may lead to
extreme effect sizes, thus making results very heterogeneous while not being
very reliable.

6. Sufficient data for effect size computation. Studies had to report outcomes in a
way permitting the calculation of effect size estimates.

7. Country of origin. No restrictions were made as to where studies were
conducted. For economic reasons, we restricted our analysis to studies reported
in English, German, French, Dutch, or Swedish.

8. Time of publication. There were no restrictions regarding the time of pub-
lication. All studies reported up to June 2003 were eligible.

Literature search

Searches were designed to tap published as well as unpublished evaluations. A
wide range of sources was used to identify relevant studies. First, a basic study
pool was compiled from the reference sections of previous reviews. Second,
already identified primary studies were analyzed for further references. Third, 14
electronic databases were analyzed (e.g., PsycInfo, MedLine, ERIC, Cochrane
Library, Social Services Abstracts, NCJRS abstract and full-text databases,
Dissertation Abstracts International, and UK National Health Service National
Register). Fourth, we hand searched journals pertaining to the topic (e.g., Sexual
Abuse, Journal of Sexual Aggression). To identify more unpublished work, we
contacted researchers in the field of sexual offender treatment and asked if they
knew or had personally conducted further evaluations. Finally, an Internet search
was conducted. Because the Internet constitutes a vast pool of rather loosely
connected information, it cannot be searched in total. We visited the Internet sites
of pertinent institutions and Departments of Corrections and searched them and
their links for relevant material.

A total of 2,039 citations were identified in this way. These were scanned by
their title first. If not obviously off-theme, we then examined the abstracts. If these
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indicated potential eligibility or if no abstract was available, we used the full
reports to finally evaluate eligibility. Twenty-one (1%) of the reports could not be
obtained (of which 18 also had no available abstract). A total of 586 citations were
clearly off-topic; 242 referred to offenders in general; and 641 did not evaluate a
program, that is, they either simply described a treatment or reviewed sex offender
treatment more generally. This left 549 citations referring to primary studies
evaluating sexual offender treatment. Of these, 189 were excluded because they
did not report recidivism outcome, 236 did not employ an adequate comparison
group, 56 duplicated evaluations already included, and two did not lend themselves
to effect size calculation. In the end, 66 reports met the specified inclusion criteria.
Some contained more than one eligible study. In such cases, we referred to the
individual studies as the unit of analysis. Some primary studies presented results
for different subgroups (e.g., offense types). To allow for maximum differentiation
while adhering to the principle of independency between effect sizes, we chose
these subgroups as units of analysis. However, the characteristics of the subgroups
had to be reported in just as much detail as the total sample. Following these rules,
we formed a database of 80 comparisons from 69 studies.

Coding of study characteristics

Coding followed a detailed manual. A selection of variables is presented in the
Results section (see Table 1). The manual covered .general characteristics of the
publication (e.g., year, country, type of publication), sample description (e.g.,
sample size, types of offender, age, voluntariness of treatment participation),
methodological features (e.g., study design, type of control group, follow-up
interval, source of recidivism data), and characteristics of the treatment (e.g., mode,
setting, integrity, and format of treatment). Various programs for sex offenders are
not restricted to a certain therapeutic paradigm but combine strategies from
different ‘schools’ in an eclectic manner. Thus, as well as categorizing the basic
therapeutic approach, we also rated the degree to which the different treatment
elements were applied in an individual intervention on separate 4-point scales.
We evaluated the overall methodological quality of the individual study with an
integrative rating scheme (see, for various options, Farrington 2003). We adapted
the Maryland Scale of Scientific Rigor (Sherman et al. 1997) for our purposes.
This is a 5-point scale integrating methodological features related to the validity of
a causal interpretation of treatment effects. The highest level (5) is reserved for
uncompromised random designs. Level 4 covers studies applying procedures to
ensure group equivalence (e.g., individual matching, statistical control) or slightly
compromised random designs. Designs based on incidental assignment are on
Level 3 if group equivalence can be assumed (e.g., demonstrated equivalence on
relevant variables). Studies incorporating a nonequivalent control group corre-
spond to Level 2. Finally, Level 1 is reserved for uncontrolled studies that were not
eligible for our meta-analysis. In its original form, the Maryland Scale also covers
sample size and adequacy of statistical testing. However, because we integrated
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studies by means of weighted effect sizes, these aspects were not so relevant and
we dropped them in our rating.

Following Lésel and Koferl (1989), we included ratings on the completeness
and accuracy of information reported. On a 4-point scale, these measured threats to
‘descriptive validity’ in the domains of treatment concept, treatment implementa-
tion, assessment of treatment goals, and methods used.

Studies were coded by the second author. A subsample of 10 studies was
additionally coded by an experienced rater. The average interrater agreement was
91%. Core variables such as treatment type or design showed full agreement. No
variable fell below 60%.

Computation of effect size

As an effect size measure, we used odds ratios (OR). This is widely recommended
for dichotomous data (Fleiss 1994; Lipsey and Wilson 2001). Results in primary
studies on offender treatment are usually reported as simple recidivism rates (P) or
as the absolute number of successes and failures in the treatment group (TGsyccesss
TGraiue) and the comparison group (CGsyecesss CGraiture)s respectively. In such
cases, we applied the following formulas for effect size computation:

_ P % (1 b PTG) and OR = CGraiture X TGsuccess
P16 % (1 = Pcg) TGraiture X CGsuceess

OR

If any of these frequencies equaled zero, 0.5 was added to each frequency. Some
studies reported more sophisticated statistical analyses that controlled for differ-
ences between treatment and control groups. In such cases, we used these results
instead of the simple recidivism rates. In logistic regression, the coefficients equal
the natural log of the odds ratio (LOR), and as an exponent to e this equals the odds
ratio (see Fleiss 1994). The result for the treatment variable could thus be
transferred directly. In Cox regression, results are reported in the form of a rate
ratio, which is similar but not identical to the odds ratio. We used the rate ratio
(RR) to estimate a recidivism rate for the control group corrected for the group
differences considered in the Cox regression model (Pcg = RR X Prg or Peg =
RR/Prg, depending on the coding of the treatment variable in the primary study).
We then calculated the odds ratio with the above formula. Few studies reported
other test statistics that could not be transformed readily into odds ratios. In
these cases, we used standard procedures to calculate Cohen’s d (see Lipsey and
Wilson 2001) and then converted these into odds ratios using LOR =2 x d
(Hasselblad and Hedges 1995, Formula 4, re-arranged) and OR = ¢™°X.

If a study contained multiple dependent (sub-)samples, we used the comparison
with the highest internal validity (e.g., if a study compared recidivism rates for the
total sample of treated/untreated participants and additionally matched a subsample of
these groups on relevant characteristics, we would use the latter comparison). Studies
often reported multiple outcome variables. Different domains of recidivist behavior
(i.e., sexual, violent, or general recidivism) were always analyzed separately. If a
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study used different indicators of failure (i.e., charge, arrest, conviction, or lapse
behavior), effect sizes were coded separately and then averaged to a single effect size.

Some studies reported separate results for different offender types or risk
groups, but did not meet criteria for independent comparisons as defined above.
Here, we calculated effect sizes separately for the subgroups and used the weighted
average to obtain a study effect size (see Fleiss 1994).

Whenever possible, participants who dropped out of treatment were included
in the treatment group (‘intent to treat’). However, we evaluated the effects of
treatment dropout by additionally contrasting them with both treated and un-
treated groups. ‘

Integration and statistical analyses

Statistical analyses were conducted on the natural log of the odds ratio (see Fleiss
1994; Lipsey and Wilson 2001). To integrate effect sizes, we applied the weighting
procedures based on the standard error of individual effect sizes (Hedges and Olkin
1985). Because of heterogeneous effect size distributions (according to the Q test
of homogeneity; Hedges and Olkin 1985), we applied a random effects model.
Moderator analyses were carried out under the assumption of a mixed effects
model (see, also, Lipsey and Wilson 2001; Wilson 2001).

Results
Descriptive characteristics

Table 1 gives an overview of some characteristics of the studies/comparisons
included for analysis. Most studies came from North America. Approximately one-
third contained unpublished data. Most were relatively recent. Nearly three
quarters of the studies have been published since 1990. However, as the treatment
section shows, the actual program implementation started much earlier.

Nearly one-half of the comparisons addressed cognitive—behavioral programs.
Due to basic similarities, we also subsumed two studies of multisystemic treatment
under this category. Fourteen comparisons addressed physical therapy, eight of
which dealt with surgical castration. In more than one-half of the studies, authors
were affiliated with the evaluated treatment. Most treatments were specifically
designed for sex offenders. However, it was rarely possible to rate whether
treatment was implemented reliably. Only one-quarter of the comparisons provided
a documentation of adequate program integrity. Approximately one-half of the
interventions took place in an institutional setting. Although a group format was
most frequent, nearly one-half of the programs included at least some individual-
- ized treatment. An explicit extension of treatment through specific aftercare
services was reported for only 15 comparisons. .
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Table 1. Descriptive characteristics of the 80 comparisons included in the meta-analysis.

Coding variable and categories Frequency Percentage
General study characteristics
Publication year
Before 1980 7 10.1
1980s 11 15.9
1990s 29 420
Since 2000 22 31.9
Country
USA 31 44.9
Canada 17 24.6
Great Britain 8 il.6
German-speaking countries 8 11.6
Other 5 72
Publication type
Journal article 34 49.3
Book, chapter 10 14.5
Unpublished 25 36.2
Treatment characteristics
Time of treatment implementation
Before 1970 14 17.5
1970s 17 213
1980s 30 37.5
1990s 19 23.8
Mode of treatment
Cognitive-behavioral 37 46.3
Classical behavioral 7 17.5
Insight-oriented 7 17.5
Therapeutic community 10 12.5
Other psychosocial, unclear 5 6.3
Hormonal medication 6 7.5
Surgical castration 8 10.0
Author affiliation to treatment program
Yes 42 52.5
No 31 38.8
Unclear 7 8.8
Sex-offender-specific treatment
Yes 64 80.0
No 9 113
No information available 7 8.8
Integrity of treatment implementation®
Acceptable 18 25.0
Problematic 5 6.9
No information available 49 68.1
Setting of treatment
Prison 25 313
Hospital 14 17.5
Outpatient 29 36.3
Mixed 10 12.5
No information available 2 2.5
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Table 1. Continued.

Coding variable and categories Frequency Percentage
Format of treatment®
Only group treatment 18 225
Mainly group treatment 17 21.3
Mixed 10 125
Mainly individual treatment 8 10.0
Only individual treatment 7 8.8
No information available 12 15.0
Aftercare
Obligatory 9 ‘113
Optional 6 7.5
Not offered, not reported 65 81.3
Offender characteristics
Age group
Adults 45 56.3
Adolescents 7 175
Mixed 8 10.0
Unclear 20 25.0
Homogeneity of age
High 7 17.5
Medium 23 28.8
Low 23 28.8
Unclear 27 33.8
Offense type®
Rape 44 55.0
Child molestation 59 73.7
Incest offenses 38 47.5
Exhibitionism 24 30.0
Other hands-on offenses, not specified 5 6.3
Other hands-off offenses, not specified 5 6.3
Not specified 20 25.0
Treatment participation
Voluntary 37 46.3
Nonvoluntary 16 20.0
Mixed 8 10.0
Unclear 19 23.8
Methodological characteristics
Sample size :
Up to 50 25 31.3
51-100 12 15.0
101-200 18 225
201-500 14 17.5
More than 500 11 "13.3
Maryland scale
Level 2 (nonequivalent) 48 60.0
Level 3 (equivalence assumed) 19 23.8
Level 4 (matching, statistical control) 7 8.8
Level 5 (randomization) 6 75
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Table 1. Continued.

Coding variable and categories Frequency Percentage

Initial group equivalence

Yes 20 25.0
No, TG at higher risk 14 17.5
No, CG at higher risk 4 5.0
No, direction unclear 8 10.0
No, but controlled for statistically 5 6.3
No information available 29 36.3
Control group formation ’
Treatment volunteers 13 16.3
No treatment available 14 17.5
No treatment order 15 18.8
Treatment refused 19 238
Other : 10 125
Unclear 9 113
Type of reoffense® }
Sexual 74 92.5
Violent ' 20 25.0
Any ) 49 61.3
Follow-up period (months)
12-24 . 14 17.5
25-36 ' 12 15.0
37-60 23 28.8
61-84 12 15.0
>84 . 19 23.8
Source of recidivism data '
Criminal records only 64 80.0
Self-report 6 7.5
Not indicated 10 12.5
Definition of recidivism
Arrest 19 23.8
Conviction 24 30.0
Charge 15 18.8
Lapse behavior ’ 3 3.8
Multiple outcomes 6 7.5
Not indicated 13 16.3
*n = 69.

Y% = 72 (no reasonable categorization for surgical castration possible).
°Individual comparisons may cover multiple categories.

Seven comparisons referred to programs that targeted exclusively juvenile
sexual offenders. Only these were very homogeneous in terms of age. Most
treatment programs combined individuals with different types of sex offense. Child
molestation was most frequent, followed by rape. However, no program referred
exclusively to rapists. Nine programs addressed child molesters only, and four
addressed exhibitionists only. Most frequently, treated offenders had participated
voluntarily. Thirty percent of the comparisons referred to offenders who were at
least partially obliged to attend treatment.
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Sample sizes (TG + CG) varied from 15 to 2,557 (Md = 118). Roughly one-
third of the comparisons contained less than 50 offenders. Only seven
comparisons were based on a randomized design. One of these was compro-
mised, so that only six could be coded on Level 5 of the Maryland Scale. Sixty
percent of the comparisons were on Maryland Scale Level 2, that is, group
equivalence could not be assumed. When group differences actually were tested
and reported, the TG was more often at higher risk than the CG. However, for
29 comparisons (including all randomized trials), no information was available
on group differences. In nearly one-quarter of the comparisons the CG consisted
of treatment refusers.

Nearly all studies used a specific measure of sexual recidivism. Recidivism was
recorded after an average follow-up period of more than 5 years (TG: M = 63.54
months, SD = 42.09; CG: M = 62.41, SD = 42.37). It was mainly based on entries
in official criminal records. Few studies additionally used information from the
offenders themselves. The most common definition of failure was reconviction,
followed by rearrest and new charges. In three comparisons the criterion was
defined rather loosely as ‘inappropriate’ or ‘lapse’ behavior. In six comparisons,
outcomes were reported separately for different definitions.

Total effects

The 74 comparisons reporting data on sexual recidivism revealed an average
recidivism rate of 12% for treated groups and 24% for comparison groups
(unweighted average). This is a 50% reduction. However, when we calculated
the recidivism rates for treated and comparison participants taking the respective
sizes of TG and CG in the 74 comparisons into account (i.e., when we calculated
an n-weighted average for treated and comparison groups), the difference in
recidivism rates vanished completely (11% each for treated and comparison par-
ticipants). These conflicting results were due to great differences in the size of TG
and CG in some primary studies. Studies with very large control groups and
comparatively small treated groups and an overall low recidivism baserate reduced
the n-weighted average of the CG recidivism rate considerably but not the TG
average. Therefore, one should not draw conclusions from these averages. Effect-
size integration avoids the problem of different TG/CG sizes, because the
recidivism rates are first evaluated on the level of the individual comparisons
and only then integrated. The mean effect size can then be used to estimate mean
CG recidivism to illustrate results. Figure 1 gives an overview of the effect sizes
(logged OR) of the 74 comparisons. It shows that the majority of effects were
positive (k= 53). Converted to OR, the effects ranged from a minimum of 0.17 to a
maximum of 33.33.

We integrated the individual effect sizes according to the random model.
Results are shown in Table 2. The mean OR of 1.70 for sexual recidivism was
highly significant (z = 4.96, P < 0.001). The absolute difference in sexual
recidivism between TG and CG was 6.4 percentage points. This is a 37% reduction
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Figure 1. Distribution of effect sizes (logged odds ratios) for sexual recidivism (k = 74).

from the base rate of the CG. Mean effects were similar for other areas of of-
fending. For violent recidivism, the mean OR was 1.90 (z =5.36, P < 0.001). The
average recidivisin rate for treated offenders was 5.2 percentage points lower than
that for untreated offenders (44% reduction). For any recidivism, the mean effect
size was OR = 1.67 (z = 452, P < 0.001). The corresponding rate of general
recidivism for treated offenders was 11.1 percentage points lower than for
untreated offenders (31% reduction).

Except for violent recidivism, the effect size distributions showed considerable
heterogeneity, O (73) = 237.14, P < 0.001 for sexual recidivism and Q (48) =
159.80, P < 0.001 for general recidivism. Therefore, we analyzed variables that
may have influenced the treatment effects. We restricted our moderator analyses to
sexual recidivism as an outcome because this is the main area of interest and
provides the largest database.

Table 2. Total mean effects of treatment for different areas of recidivism.

Outcome k OR Clyso; o Recidivism (%)
7G° 6
Sexual récidivism 74 1.70%** 1.35-2.13 237.14%** 11.1 17.5
Violent recidivism 20 1.90%** 1.49-2.33 19.68 6.6 11.8
Any recidivism 49 1.E7H%* 1.33-2.08 159.80%** 224 32.5

k = Number of comparisons, OR = mean odds ratio, Clyss, = 95% confidence interval, Q = test of
homogeneity (X2, df = k = 1), TG = treated group; CG = comparison group.

*#*p < (0.001.

“n-Weighted average.

YEstimated recidivism rate.
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Moderator analyses

For reasons of space, we only report a selection of moderator analyses. Table 3
reports the results on variables that revealed significant differences or are parti-
cularly relevant for treatment practice. In all analyses, we have to take into account
that moderating effects may be confounded with the influence of other variables.

Treatment characteristics. The various treatment approaches differed consider-
ably in effect size. In total, physical treatment had higher effects (OR = 7.37,
Close,: 4.14-13.11, z = 6.80, P < 0.001) than did nonphysical (psychosocial)
interventions (OR = 1.32, Clgse,: 1.07-1.62, z = 2.60, P = 0.01), O (1, k= 66) =
30.47, P < 0.001. This was particularly due to the very large mean ES for surgical
castration. However, hormonal treatment also showed a higher effect than any of
the psychosocial measures. Of these, only cognitive-behavioral treatments and
classic behavior therapy had a significant impact on sexual recidivism. With OR
close to 1, the other approaches did not influence recidivism significantly. A reg-
ression analysis entering the more differentiated 4-point ‘scale ratings on the use
of individual treatment elements confirmed these findings. It showed significant
standardized regression weights (3) for a cognitive orientation (0.36), behavioral
conditioning techniques (0.26), and hormonal medication (0.26); all P < 0.05.

In the further' moderator analyses, we excluded the studies on surgical castration
for the following reasons: (a) This approach differs strongly from the others. (b) It
is currently rarely used in practice. (¢) The effect sizes for castration were

‘extremely large and homogeneous, Q (7) = 1.32, P = 0.99, and thus would have
unduly biased the results. ‘

For the remaining 66 comparisons, the mean effect remained significant (OR =
1.38, Clgse,: 1.13-1.69, z = 3.16, P < 0.01). A test of homogeneity still indicated a
highly heterogeneous effect size distribution, @ (65) = 163.92, P < 0.001,
justifying further moderator analyses.

As Table 3 shows, the decade in which the program was implemented related
significantly to effect size. However, there was no linear relationship. This was
also confirmed in a correlation analysis (» = 0.16, P = 0.15). Thus, more ‘modem’
programs did not generally prove to be particularly successful. The year of pub-
lication as another indicator of recency showed a similar picture. Here, the
differences were even less pronounced (# = 0.08, P = 0.51). When the study
authors had been involved in the treatment program, there was a larger effect.
When there was no such affiliation, the respective OR was close to 1.

Only programs designed specifically for sex offenders had a significant effect.
The few others even showed a negative outcome. Although the setting variable
revealed no significant difference, there was a strong tendency for relatively larger
effects in outpatient treatment and smaller effects in institutions. Mixed settings
had an intermediate ES. A linear order from institutional to outpatient treatment
showed a significant correlation (» = 0.27, P = 0.02).

Whether the treatment was delivered in an individual or a group format did not
result in significant outcome differences. However, in this category, we must assume
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Table 3. Moderator analyses.

Variables k Ober OR Closes

Lower-upper

Treatment characteristics
Treatment approach 36.02%**

Cognitive-behavioral 35 1.45%* 1.12-1.86
Classic behavioral 7 2.19** 1.22-3.92
v Insight oriented 5 0.98 0.51-1.89
Therapeutic community 8 0.86 0.54-1.35
Other psychosocial, unclear 5 0.94 0.53-1.65
Hormonal medication 6 3.08** 1.40-6.79
Surgical castration . 8 15.34*** 7.34-32.05
Time of treatment implementation 7.37** i
Before 1970 5 0.56* 0.32-0.98
1970s 14 © 203w 1.34-3.09
1980s 30 ' 1.38** 1.08-1.77
1990s . 17 1.27 . 0.86-1.87
Specific treatment sex offenders : 4.70%
Yes 56 1.56%** 1.27-1.93
No 5 0.76 . 0.41-1.41
Setting of treatment 5.10
Prison 21 1.16 0.84-1.60
Hospital 8 1.10 0.62-1.94
Outpatient 27 1.93%%* 1.35-2.77
Mixed 10 1.37 0.78-2.41
- Format of treatment 6.74
Only group treatment 17 1.12 0.76-1.66
Mainly group treatment 17 1.57* 1.02-2.42
Mixed 8 2.45* 1.36-4.40
Mainly individual treatment 8 1.40 0.77-2.53
Only individual treatment 6 2.88* 1.14-7.24
Author affiliation to treatment program 10.95%** ‘ )
Yes 32 | 1.92%xx 1.44-2.56
No 30 0.99 0.76-1.29
Offender characteristics
Age group . 1.19
Adolescents only 7 2.35% 1.01-5.43
Adults only 36 1.43* 1.08-1.90
Offense type 9.04* .
Rape 5 4.91** 1.64-14.68
Child molestation (extrafam.) 9 2.15* 1.11-4.16
Child molestation (incl. incest) 10 1.02 -~ 0.58-1.80
Exhibitionism 4 3.72% 1.27-10.93
Treatment. participation 222
Voluntary : 28 1.45* 1.08-1.93
Nonvoluntary 15 . 1.05 0.70-1.58
Mixed 7 1.01 : 0.57-1.77
Treatment termination - )
Treatment completed regularly 44 1.58%*** 1.23-2.05

Dropped out of treatment 14 0.51%%* 0.39-0.67
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Table 3. Continued

Variables k Ober OR Closy,

Lower-upper

Methodological characteristics

Sample size 31.43%x*
Up to 50 18 4.03%** 2.50-6.50
51-100 10 1.32 0.76-2.27
101-200 16 1.65%* 1.13-2.41
201-500 12 1.00 0.72-1.38
More than 500 10 0.88 0.64-1.21
Maryland Scale 6.13
Level 2 (nonequivalent) 37 1.16 . 0.90-1.50
Level 3 (equivalence assumed) 17 2.08**x 1.40-3.08
Level 4 (matching, statistical control) 6 ’ 1.19 0.67-2.12
Level 5 (randomization) 6 1.48 0.74-2.96
Control group formation 1.64
Treatment refused 11 1.96** 1.20-3.20
Other 47 1.37* 1.07-1.75
Source of recidivism data ) 4.56*
Criminal records only 57 1.28* 1.04-1.57
Also self-report ‘ 5 3.32% 1.42-7.78

Except for the analysis on treatment approaches, studies on surgical castration are not included in the
moderator analyses.

k = number of comparisons, Oy = test of between group differences {(5-distributed with df = number
of categories — 1), OR = odds ratio; Clysy, = 95% confidence interval; CG = comparison group.
*Comparisons are based on identical CG in part; between-group differences could thus not be tested
statistically. :

*P < 0.05.

**p < 0.01.

***P < 0.001.

confounding with various content variables. For example, both hormonal medication
and systemic treatment had to be subsumed under the individual category.

Offender characteristics. Programs that specifically addressed juvenile sex
offenders had a higher effect than those for adult offenders. However, this
difference was not significant. A related analysis showed that treatment of age-
homogeneous groups tended to be more successful (k¢ = 48; » = 0.23, P = 0.10).

Although the impact on specific offender groups is highly important in treatment
practice, only few studies differentiated offense categories. These comparisons showed
significant effects for all categories except that of intra-familial child molesting. The
latter finding is related to the low recidivism baserate for incest offenders. There was a
relatively large effect for rapists, but this was based on only five studies.

When sexual offenders participated voluntarily in treatment, the average ES was
significantly positive. Obligatory participation and mixed conditions resulted in no
effect. However, these differences were not significant.
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Whether treatment was terminated regularly or prematurely had an impact on
sexual recidivism. Whereas regular completers showed better effects than the
control groups, dropouts did significantly worse. Dropping out of treatment doubled
the odds of relapse and this negative effect was even homogeneous, O (13) =11.52,
P =0.57. In contrast, effect sizes that referred to completers revealed considerable
heterogeneity, O (43) = 100.20, P < 0.001.

Methodological characteristics. Sample size correlated significantly with effect
size (r = —0.26, P = 0.03). This was particularly due to the extreme poles of the
sample sizes. Comparisons based on small samples (N < 50) showed very clear
effects, whereas the mean OR for very large samples was slightly below 1. This
relationship could not be attributed to a publication bias only: Although in
unpublished studies, the effect was somewhat less pronounced at the extreme ends
of the sample size distribution, there was an even clearer linear trend compared
with published studies (r = —0.34 vs. r = —0.20).

Overall, design quality did not yield a significant moderator effect. Compar-
isons of equivalent TG and CG (Maryland Scale Level 3 and above) revealed an
average OR of 1.69 (Clgso,: 1.26-2.28). At P = 0.06, this exceeded the OR of 1.16
for Level 2 comparisons. However, as Table 3 shows, there was no linear
relationship between design quality and ES. Randomized trials also did not differ
from the other comparisons, Q (1, k£ = 66) = 0.07, P = 0.79. Control groups
containing treatment refusers revealed relatively large effects, however, these
effects did not differ significantly from studies using other control groups.

The length of follow-up did not correlate with ES (» = 0.00). Different
indicators of reoffending (i.e., reconviction, rearrest, etc.) also did not relate
systematically to outcome variation, Q (6, k = 60) = 3.45, P.= 0.49. In contrast, the
sources used to gather the respective information had a significant impact on ES, O
2, k= 62) = 7.91, P = 0.02. Comparisons using not only official records but also
‘self-reported data had larger effects. However, this variable was confounded with
the type of treatment, because all studies on hormonal medication included self-
reported recidivism. ‘

As could be expected, a higher baserate of recidivism correlated with a larger
ES (r = 0.30, P = 0.01). This effect was also confounded, because informal data
sources produced higher baserates. After controlling for this aspect, the relation-
ship between baserate and ES was weaker (3 = 0.23, P = 0.08).

Features of descriptive validity do not address the process ‘of treatment and its
evaluation but primarily the process of scientific reporting. Nonetheless, our analysis
showed that these also related to effect size. Both the quality of documenting
the treatment concept (» = 0.33, P < 0.01) and the reporting of outcome statistics
(r=0.24, P = 0.03) correlated significantly with ES.

General study characteristics. There were no significant ES differences between
the various groups of countries in which the studies were performed, Q (4, k= 66) =
2.46, P = 0.65. Regarding publication type, we only found a significant effect for
published comparisons (k = 40, OR = 1.62, Clgsy,: 1.23-2.13, P < 0.001). The
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mean effect for unpublished comparisons was only OR = 1.14 (k= 26, Clgse,: =
.0.84-1.54, P = 0.42). However, this difference was not significant, O (1, £ = 66)
2.91, P=0.09.

Sensitivity analysis. The effects of moderators may be influenced strongly by a
few results from studies with very large sample size (Lipsey and Wilson 2001).
Therefore, we conducted a sensitivity analysis by using two different procedures.
First, we excluded all comparisons with sample sizes larger than 1,000 (k=3).Ina
second approach, all comparisons with a sample size of more than 500 were
truncated to » = 500. With one exception, the sensitivity analyses confirmed the
significant moderator effects reported in Table 3. Only the effect of unspecific
offender treatment failed to reach significance when we eliminated the compar-
isons with sample sizes larger than 1,000 (P = 0.08).

Hierarchical regression. The previous analyses have repeatedly indicated
problems of confounded moderators. Therefore, it is particularly relevant to see
how far treatment effects are confounded with methodological and other
characteristics of the evaluation. To answer this question, we computed a
hierarchical regression analysis controlling sequentially for those proportions of
outcome variance that could not be attributed to the treatment itself. At first, we
entered unspecific and methodological study characteristics into the model. We
then added offender characteristics, general treatment characteristics, and, finally,
the treatment content. We entered variables that were theoretically important or
empirically significant on the bivariate level (» > 0.20). At each hierarchical step,
variables that did not contribute to the explanation of variance were excluded
stepwise (P > 0.10). Because only a relatively small number of comparisons were
available for the analysis, we chose this procedure in order to not overload the
model with insignificant variables. Missing values were plugged with the sample
mean, and analyses controlled for the effects of missing values (see Cohen and
. Cohen 1983). In contrast to the previous bivariate analyses, the hierarchical
regression was based on a fixed effects model because we expected that the
variables included would reduce a considerable part of the observed heterogeneity.
The results are presented in Table 4.

As expected, heterogeneity was of moderate magnitude and not significant, Q
(55, k= 66) = 65.40, P = 0.16. With 60%, the model explained a large proportion
of ES variance, Q (10, k = 66) = 98.52, P < 0.001. However, one should bear in
mind that due to the stepwise exclusion of variables on each cluster level, the
model becomes artificially ‘clean.” Only a few variables remained as independent
predictors in each cluster. Methodological characteristics accounted for a con-
siderable amount of variance (45%). Due to deficits in sample description and
differentiation, offender characteristics only had a small independent impact on
ES. Age homogeneity was the only relevant variable, and added 3% of
explained variance. General characteristics of treatment were more important.
Specificity of treatment for sex offenders, involvement of authors in the
program, and a group format contributed to a 9 percentage points increase in
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Table 4. Hierarchical regression.

Variable cluster AR?

Methodological characteristics 0.45%**
+ Quality of outcome reporting (0.35***), Quality of treatment description (0.20%),

Small sample, N < 50 (0.42%**), Treatment refusers as CG (0.16"
— TG contains dropouts (—0.24**)

Offenders . 0.03*
+ Age homogeneity of TG (0.16*)
General treatment characteristics 0.10%**

+ Involvement of authors (0.24**), Group format (0.18")

— Not specific for sexual offenders {—0.19%

Content of treatment 0.03*
+ Cognitive orientation (0.28*)

Changes in index direction correspond to higher (+) and lower (—) effect sizes respectively
(standardized 8 weights are reported in brackets). Total R* = 0.60, Q(10) = 98.52, P < 0.001.

TP <0.10.

*P < 0.05.

**p < 0.01.

***p < 0.001.

explained ES variance. Although it was only entered in the final step, a
cognitive treatment orientation still added significantly to the explanation of ES
variance over and above the preceding clusters. None of the other treatment
variables remained in the model. Obviously, the effects of hormonal medication
and behavioral conditioning methods were highly confounded with other
variables. Taken together, the last two steps suggest that at least one fifth of
the explained ES variance could be attributed to treatment characteristics. When
interpreting this figure, we should bear in mind that this is a very conservative
estimate because all other variables had been controlled already.

Discussion

Due to a recent increase in research and the multilingual approach of our review,
this meta-analysis contains 80 comparisons between treatment and control groups
containing a total of more than 22,000 individuals. This is currently the most
- comprehensive database on the outcome of sex offender treatment. Nearly one-
third of the studies have been published since 2000, and approximately one-third
come from countries outside of North America. These are indicators of a strong
international interest in ‘what works’ for sex offenders. However, even though we
have excluded studies containing no control group or only a comparison with
dropouts, the methodological quality of the studies still remains moderate. Only
40% of the comparisons reach a level of 3 or higher on the Maryland Scale of
Methodological Rigor (Sherman et al. 1997), indicating sufficient control of
equivalence between TG and CG. Only seven evaluations contain a randomized



EFFECTS OF SEXUAL OFFENDER TREATMENT 135

design. We have not restricted our review to these ‘gold-standard’ studies for. the
following reasons: First, limitation to a few evaluations of heterogeneous modes of
treatment would not.allow a differentiated analysis. Second, even randomization
does not guarantee full equivalence of TG and CG (see, e.g., Marques et al. 2005).
Third, as far as nonequivalence can be assessed, it tends to promote a conservative
estimate of treatment efficacy (more high-risk cases in the TGs). And last but not
least, the effects of our subsample of randomized studies do not differ significantly
from evaluations with lower design quality (see, also, Lipsey and Wilson 1998;
Losel 1995). '

Bearing the methodological problems in mind, one should draw very cautious
conclusions from our meta-analysis. The most important message is an overall
positive and significant effect of sex offender treatment. The mean odds ratio is
1.70 for sexual recidivism. The equivalent d coefficient of 0.29 lies within the
typical range found in meta-analyses of general offender treatment (Losel 1995;
McGuire 2002). Sexual offender treatment also has an effect on general recidivism
(OR = 1.67). Obviously, effective programs do not just influence sexually
motivated problem behavior but also have a broader impact on criminality. This
is in accordance with the experience that many sex offenders are not ‘specialized’
but engage in nonsexual offenses as well (Hanson and Bussiére 1998). However,
our analysis also shows that unspecific offender programs have no impact on
sexual recidivism.

The mean rate of sexual recidivism is 11.1% in TGs and 17.5% in CGs. At first
glance, this absolute difference of a little more than 6 percentage points may seem
small. However, when the low baserate of sexual recidivism is taken into account,
this is equivalent to a reduction of nearly 37%. For general recidivism, the
reduction is 31%. Particularly in sexual recidivism, our general effect is larger than
that found by Hanson et al. (2002) in their meta-analysis of psychological
treatment (27%). Most probably, this is due to our inclusion of both psychological
and medical modes of treatment. The average effect of physical treatment is much
larger than that of psychosocial programs. The main source for this difference is a

_very strong effect of surgical castration, although hormonal medication also shows
a relatively good outcome.

Although the very large effect of surgical castration seems to be well replicated
(eight comparisons with homogeneous ES), it calls for further comment: None of
the castration studies attain Level 3 on the Maryland Scale. Accordingly, we
cannot assume equivalence between the TG and CG in these evaluations. Sex
offenders receiving surgical castration are a highly selected and motivated group.
They apply for this very intensive intervention voluntarily, whereas control
individuals often refuse it or are not accepted by expert committees (e.g., Wille and
Beier 1989). Hence, the TGs probably are at lower risk of reoffending than the
CGs. For ethical, legal, and medical reasons, surgical castration is also rarely used
in-practice (Résler and Witztum 2000). However, the very low rate of sexual
recidivism in castrated offenders suggests that societies should not abandon this
approach right away but perform a differentiated assessment of the pros and cons.
Within an impartial and thorough process of informed consent, it may be an option
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for a subgroup of high-risk sex offenders who otherwise would receive very long
or lifetime detention. '
Most sex offenders do not have an abnormally high level of male sex hormones
(Hucker and Bain 1990; Fedoroff and Moran 1997). As with surgical castration, we
must take this into account when considering the relatively strong effect of
hormonal medication: Treatment with medroxy-progesteronacetate (in the US; e.g.,
Provera) or cyproteronacetate (in Europe; e.g., Androcur) does not seem to work
by normalizing extreme testosterone levels, but by strongly reducing more or less
normal levels of sexual arousal (Résler and Witztum 2000). In addition, there are
serious negative side effects that frequently lead to noncompliance and dropout
(e.g., Langevin 1979). The termination of medication may rapidly increase the risk
of recidivism (Meyer et al., 1992). Therefore, hormonal medication is indicated
primarily for cases in which sexual arousal plays a central role in offending (e.g.,
Hall 1996) and should be accompanied by psychological treatment that supports
compliance and has its own causal effect on sexual reoffending (Maletzky 1991;
Meyer and Cole 1997). '
This is why the pharmacological studies in our meta-analysis often contain
psychosocial interventions as well. We have analyzed the impact of such ‘treatment
packages’ by rating the various components separately. A regression analysis shows
that only three modes of treatment have a significant impact: hormonal, behavioral,
and cognitive-behavioral. The results of the first two types of program are more
confounded with methodological and other study characteristics than those of the
latter. After controlling for such variables, only the cognitive—behavioral orientation
shows an independent treatment effect (see Table 4).
The significant positive effect of cognitive-behavioral programs is based on a
solid number of 35 independent comparisons. With seven comparisons, the
significant effect of classic behavior therapy has a much smaller database. The
same applies to insight-oriented treatment, therapeutic communities, and other
types of psychosocial programs that reveal no significant effect. That well-
structured cognitive-behavioral programs work relatively well is in accordance
-with the literature on general offender treatment (e.g., Losel 2001a; McGuire
~2002). It is also consistent with the findings of previous reviews of sex offender

treatment (e.g., Gallagher et al. 2000; Hall 1995; Hanson et al. 2002). However, the
effect size for cognitive—behavioral programs in our analysis (OR = 1.45) is
slightly smaller than that reported by Hanson et al. for ‘current’ programs that
consist of mainly cognitive—behavioral approaches (OR = 1.67; direction converted
by us).

Overall, we have not found that more recent programs are superior in outcome.
Although treatment before the 1970s was clearly ineffective, neither programs
from the 1990s nor publications after 2000 reveal stronger effects than in previous
decades. Even within the cognitive—behavioral category, more current programs
are not more effective than older ones. Some recent evaluations have revealed
rather small or no positive effects (e.g., Friendship et al. 2003; Hanson et al. 2004;
Ruddijs and Timmerman 2000; Worling and Curwen 2000). A follow-up of one of
the soundest evaluations has also found no positive effect (Marques et al. 2005).
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Due to the necessary follow-up lags, even recent studies may not represent all the
features of the current state of the art in sexual offender treatment. One must also
bear in mind that outcomes of treatment often decline when model projects are
transformed into routine practice (Ldsel 2001b).

The heterogeneity of outcomes within similar types of: programs may be
partially explained by the impact of other factors on effect size. Similar to the
treatment content, these further moderators must be interpreted very cautiously: (a)
Some effects are based on only a few studies. (b) The random model is less
sensitive for moderator effects (Overton 1998). (c) Multiple significance testing in
moderator analyses enhances the risk of an alpha error. (d) The moderators are
confounded and some have no impact on the multivariate level.

Although we have found no linear relationship between design quality and
outcome, there is a tendency of larger effects in studies containing equivalent
treatment and control groups (at least Level 3 on the Maryland Scale). More
randomized studies on the same types of treatment are needed to clarify thisissue in the
field of sexual offender treatment in a similar way as in other criminological areas (e.g.,
Weisburd et al. 2001). The impact of other methodological characteristics appears
more clearly. For example, studies that include not only official recidivism data but
also self-reports show larger effects. This finding is partially confounded with
treatment by hormonal medication. Issues of descriptive validity such as quality of
treatment description and outcome reporting are also related to larger effects.

In practical terms, the relation between sample size and treatment effectiveness
is particularly important. Small studies (N < 50) reveal a large ES and large studies
(N > 500) a small ES. One explanation of this result relates to publication bias.
Larger samples are more likely to reveal the significance of a true small effect
(Weisburd et al. 2003). Due to author or editor decisions, such large studies may be
published, whereas small studies, which would have needed a larger effect size to
attain significance, remain unpublished. In accordance with such an interpretation,
published studies have a larger effect than unpublished studies. However, this
difference is not significant, and we have found a similar — even somewhat greater —
impact of sample size among the unpublished studies. Of course, this does not fully
rule out some kind of publication bias, because negative results may also be less
likely to be reported in unpublished studies (particularly when the researcher has a
strong vested interest in the success of the program). Nevertheless, we must take a
second explanation into account: In large samples, it is more difficult to mainfain
integrity and homogeneity of treatments or samples, and this is related to the effect
size itself (Losel and Wittmann 1989; Weisburd et al. 1993). A further finding
supports the interpretation in terms of integrity: Programs in which the study
authors were involved have a larger effect. As most outcome measures are beyond
the influence of authors, this finding may indicate a more thorough implementation
and monitoring of the program. Similar results on the effect of small samples and/
or author involvement have been observed in juvenile offender treatment (Lipsey
and Wilson 1998) and developmental prevention of antisocial behavior (Farrington
and Welsh 2003; Losel and Beelmann 2003). The few comparisons for which
treatment integrity can actually be rated provide further support for this relationship.
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The context of treatment is also relevant for outcome. Ambulatory programs
have larger effects than institutional treatment. Because we have analyzed only
control group evaluations, this finding cannot be reduced to a different risk in the
respective offender groups. Offender characteristics also have some impact on
effect size. However, there is often a lack of detailed information on the samples.
In nearly half of the studies, samples cannot even be differentiated according to the
type of sexual offense. As far as this was possible, we found a significant
difference in outcome. This is mainly due to a zero effect on incest child molesters
resulting from the very low base rate of (official) recidivism in this group. More
treatment evaluations on specific subgroups of offenders are needed to form a solid
empirical basis for differential indication.

Voluntary treatment leads to a slightly better outcome than mandatory
participation, and programs for adolescents are a little more effective than those
for adults. Although, these differences are not significant and may be confounded
with a larger baserate of recidivism in juveniles, age homogeneity is a significant
moderator in the hierarchical regression. A more pronounced finding is the higher
recidivism among treatment dropouts. As a consequence, studies that include
dropouts in the treatment group have smaller effects. The high risk of recidivism in
dropouts underlines that this group is a core problem in offender rehabilitation and
controlled evaluation (Ldsel 2001b). It should not only be interpreted as an
individual deficit of the offender but as an interactive process and lack of fit
between the program and the offender’s needs and motivations (McMurran 2002).
Systematic processes of program accreditation and quality management like those
in Canada, England and Wales, or Scotland may help to reduce this and other
problems in offender treatment. However, from a realistic perspective, we should
not expect too much within a short time.

Overall, there is evidence for a positive effect of sexual offender treatment.
Cognitive-behavioral and hormonal treatment are most promising. In addition,
various other moderators are related to a better or worse outcome. In particular,
methodological factors play an important role and seem to be confounded with
treatment and offender characteristics. This problem of confounded moderators
is rather general and difficult to solve (Lipsey 2003). Our hierarchical regression
is only a first attempt to disentangle such patterns in the field of sexual offender
treatment. We need more high-quality outcome studies that address specific
subgroups of sex offenders as well as more detailed process evaluations on
various treatment characteristics and components. Implementing such strategies
in research and practice will further clarify ‘What works for whom under which
circumstances?’
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Comparison of State Laws Authorizing Involuntary
Commitment of Sexually Violent Predators: 2006 Update, Revised

BACKGROUND INFORMATION

This report updates the Institute’s 2005 study,
“Involuntary Commitment of Sexually Violent
Predators: Comparing State Laws.” The 2005
report covered data through 2004; this report

. extends the timeframe through 2006. The
report includes information on the number of
residents, discharges, and program costs.

In addition to the 17 states covered in the
previous report, three states have passed
legislation authorizing civil commitment of
sexually violent predators (SVPs). Nebraska
passed a law in 2006, while New Hampshire
and New York both passed laws early this year.
The states with SVP laws are: Arizona,
California, Florida, lllinois, lowa, Kansas,
Massachusetts, Minnesota, Missouri, Nebraska,
New Hampshire, New Jersey, New York, North
Dakota, Pennsylvania, South Carolina, Texas,
Virginia, Washington, and Wisconsin. The
Texas law is unusual as it does not require
confinement; instead treatment occurs in an
outpatient setting. Pennsylvania’s law is only
for selected sex offenders who are “aging out”
of the juvenile justice system at age 21.

To collect data for this report, we asked
representatives from states to complete
information on a common template. Some
limitations need to be acknowledged. In many
cases, the state representative for the 2004
and 2006 reports differ, thus there could be
different interpretations of the questions. It
was particularly challenging to sort releases in
relation to program staff recommendations.

K. Gookin. (2005). Involuntary commitment of sexually
violent predators: Comparing state laws. Olympia:
Washington State Institute for Public Policy, Document
No. 05-03-1101.

States do not typically track a reason for every
discharge and, therefore, had to rely on best
estimates. Sometimes a person is discharged for
more than one reason and, therefore, numbers may
not add. In terms of cost information, the full costs
of a SVP law are difficult to calculate as the
program’s expenditures are often spread across
state budgets. For example, the treatment may be
supplied by a social and health services agency,
legal costs paid through another agency, and
security and supervision supplied by corrections. In
some instances, the state representatives were
unable to estimate all aspects of the costs.

" Additionally, in counting individuals in various

categories {revoked, recommended for release),
we refined the categories from the previous report
to reflect the variation in states. It is difficult,
however, to capture the full nuances of each
state’s policies in a spreadsheet format.

FINDINGS FOR U.S.

Number of Persons Held Under SVP Laws:
4,534

Number of Persons Discharged or Released:
494; an additional 85 persons died while in custody.

Average Annual Program Costs:
$97,000 per person.
WASHINGTON STATE

Number of Persons Held Under SVP Laws:
305

Annual Program Costs:
$40.5 million in 2006
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Florida
$5394.910-
304.931, Part V

lowa

Massachusetts ‘
Part 1 Title XVII,
Ch. 123A 1 et seq.

Missouri
632.480 et seq.

(1994)

SB421

Texas

Health and
Safety Code
841.001 et seq.
(1999)

942

N/A

Exhibit 2
2006 Program Overview

N/A N/A

N/A N/A

1"




Virginia
37.2-900 et seq. 37 5 N/A N/A N/A N/A None 2

Wisconsin
980.01 et seq. 500 30 76 8 7 2 14 23

*Unduplicated count of readmits after discharge because of a new legal process and readmits after discharge to outpatient treatment.

Notes:

Arizona: By policy, the staff does not make recommendations regarding releases.

lllinois: Recommendations for discharge/release are made by independent state evaluators, not program staff.
Massachusetts: Does not have supervised release of an SVP

Pennsylvania: Program only has "aged-out" juveniles as they turn 21 years old.

Texas: Outpatient only : :

Washington: One additional person is awaiting revocation.

Wisconsin: Recommends releases, but does not track the specific circumstances and their outcomes.

The following states’ laws were passed in 2007 and are still being implemented.
¢ New Hampshire, RSA 135-E
e New York, Chapter 7 of S.3318



Exhibit 3
General Cost Information (2006)

Pennsylvania

&f PR

"~ $25.994

Total: $454.

Notes:

New Hampshire is in the start-up phase.

New York is in the start-up phase.

Pennsylvania has only "aged-out" juveniles as they turn 21 years old. Their costs for DOC reflect 2004-2005,
inflated by 3 percent.

Texas has outpatients only.
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Exhibit 5
Service and Facility Providers

Arizona State State State

Florida ) Contract DOC and GEO State

N Carolin

N/A Confract
(outpatient only) (halfway houses)

o

Note: New Hampshire and New York are still planning for implementation of their recent laws.



Exhibit 6
State Contacts

712-225-692{8'

508-279-8111

573-218 7079

'603-271-8820
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Kathy Gookin, a consultant in Olympia, Washington, prepared this report. For more information, please
contact Roxanne Lieb at (360) 586-2768 or liebr@wsipp.wa.gov.

Document No. 07-08-1101

Washington State
Institute for
Public Policy

The Washington State Legislature created the Washington State Institute for Public Policy in 1983. A Board of Directors—representing the legislature,
. |the governor, and public universities—governs the Institute and guides the development of all activities. The Institute’s mission is to carry out research,
at legislative direction, on issues of importance to Washington State.
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Published: Thursday, July 19, 2007
Sex offender released after treatment

By Diana Hefley, Herald Writer

EVERETT - A 60-year-old man who the state once deemed a sexually violent predator after two rape convictions
in the late 1970s was ordered set freeWednesday.

Herman "Butch" Paschke has been locked up since 1994 in the state's Special Commitment Center on McNeil
. Island. The state determined that Paschke was a sexually violent predator and he was civilly committed.

While locked up Paschke underwent sex offender treatment. He is the first sexually violent predator who
completed the entire program, assistant Attorney General Malcolm Ross said.

Paschke hired two mental health experts who determined that he no longer met the criteria for the state to hold
him as a predator. The state also hired an expert who arrived at a similar conclusion, Ross said.

That evaluation concluded that while Paschke still suffers from a mental disorder, the state lacked evidence to
prove that Paschke is a danger, Ross said.

. A Snohomish County judge signed an order for his release Wednesday.
Paschke is expected to reside with his wife in the 12100 block of Andrew-Sater Road.

As part of the program Paschke was allowed to move home with his wife in 2005. He called authorities two days
later after his wife declined to continue to be his community monitor, a condition of his release.

"She had such a bad reaction from all the media attention. She was so upset she didn't want to be his community'
monitor,” Ross said.

Snohomish County sheriff's deputies held a community meeting about Paschke last week. He must register as a
sex offender. '

Reporter Diana Hefley: 425-339-3463 or hefley@heraldnet.com.
© 2009The Daily Herald Co., Everett, WA

http://Www.heraldnet.cdm/apps/pbcs.dll/article?AlD=/2007O719/NEWSOI/7071903 40&te... 10/9/2009
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KOMO News - Seattle, Washington
Print this article

One of state's most notorious sex
offenders set free

by Keith Eldridge
Originally printed at htip://www.komonews.com/news/local/27037919.html

PIERCE COUNTY, Wash. -- One of the state's most notorious sex offenders has just
been set free. John Mathers won his freedom after spending 12 years at the state's
Special Commitment Center on McNeil Island. '

On Friday Mathers stood before a judge one last time just minutes before regaining his
freedom. Psychiatrists concluded the 56 year old has completed his sex offender
treatment and is ready for release back into the community.

"It was a long road," said John Cross, Mathers' attorney. "Mr. Mathers worked very
hard. If there's going to be a success out there, he's the guy.”

Mathers has been committing sex crimes since he was 20 years old when he raped two
young girls and a boy. In 1980 and 1981, he twice escaped from work release and
stabbed and raped two women. A )

After he served his prisoh time the state deemed Mathers too dangerous for release
and put him in the Special Commitment Center in 1997.

Mathers gained notoriety in 2003 when KOMO News cameras caught Mathers, his
therapist and his security escort playing golf at Fort Steilacoom public golf course in
Lakewood. '

The state explained this was part of easing Mathers back into society. That's the goal
for all 276 sex offenders at McNeil Island.

The center was set up back in 1990 and in all that time this is only the second sex
offender to be given an unconditional release.

The superintendent of the center tried to fight the unconditional release hoping to ease
Mathers out into the community. '

http://www.komonews.c_om/internal?st=pﬂnt&id=2703 7919&path=/news/local , 10/9/2009
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"Instead of going from 24-hour supervision to no supervision, we preferred a more
ratcheting down of that supervision." said Dr. Henry Richards.

But Pierce County Superior Court Judge Stephanie Arend ordered Mathers' release.

When asked whether he could guarantee Mathers won't reoffend once he's freed, Cross

said, "No one can guarantee the future."

And so out he went. -On Friday was the last time Mathers will have state escorts on
either side of him. Mathers now is free as long as he continues to register as a sex

offender.

The Pierce County Sheriff's Office will distribute a flyer to alert the residents in '
Mathers' new neighborhood in Tacoma.

http://www . komonews.com/internal ?st=print&id=27037919& path=/news/local

Page 2 of 2

10/9/2009






Court frees McNeil Island sex felon

THE ASSOCIATED PRESS (Seattle P-I), August 21, 2008

TACOMA, Wash. -- A convicted sex offender released from the McNeil
Island Special Commitment Center is now living in Tacoma.

A Pierce County: Superior Court judge ordered 56-year-old John Henry
“Mathers released on Friday because he has completed a treatment
program. He was convicted of rape and sexual assaults in the 1970s
and 80s and has registered with Tacoma police as a Level 3 offender.

The Tacoma News Tribune reports that Mathers is only the second
Special Commitment Center to be released in 18 years without
conditions, other than registration. The other, Herman Ross Pashcke,
was released a year ago in Snohomish County. The first sex offender
released from McNeil Island, Joseph Aqui, violated conditions after his
release in Walla Walla County. He's now in a halfway house in King
County. '

Information from: The News Tribune, http://www.thenewstribune.con‘i






Man Who Admitted Raping 22 Women To Be Released From Pro gram - Print This Story News Story -... Page 1 of2

KIROTV.com

Man Who Admitted Raping 22 Women To
Be Released From Program

Richard Thompson
KIRO 7 Eyewitness News

Posted: 6:06 pm PDT August 6, 2009Updated: 6:57 pm PDT August 6, 2009

SHELTON, Wash. -- A man who admitted to raping 22 women will become the first person unconditionally released from
a program operated by the Department of Social and Health Services (DSHS).

Gary Cherry has been supervised in a program run by Washington’s Department of Social and Health Services known as
the Special Commitment Center on McNeil Island.

sex offenders who have completed their prison sentences."

Cherry has been living in a Shelton house with strict rules since his prlson release in 2003, but in Iess than a month he will
have no cond|t|ons and essentially be set free.

DSHS said Cherry has completed all of his treatment and evaluations show he can no longer be labeled a "sexually violent
predator” and must be released without conditions.

Local leaders said setting him free with no conditions at all will put everyone's safety at risk.

"The leash is gonna be off this wild dog that's where we're headed a leash has been taken off a wild, mad dog," said Sen.
and Mason County Commissioner Tim Sheldon.

Sheriff Casey Salisbury believes Cherry has only done well living in the house in Shelton because he is under close
supervision and must follow 48 conditions of release including GPS monitoring, a chaperone for all trips and periodic
polygraph tests.

"If there's no supewiéion, he's virtually left free to do what he wants in the community and that's just not a chance I'm
willing to take," Salisbury said.

KIRO 7 attempted to contact Cherry at his home, but he did not answer the door.

htp://www.kirotv.com/print/20310854/detail html | 10/13/2009
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Cherry will be the first person in the 17-year history of the Special Commitment Center to graduate with the full support of
DSHS.

His treatment has cost taxpayers more than $1.2 million.

When he is released, he'll need to register as a level-three sex offender, which means every 90 days he'll have to notify
police of where he is living.

Copyright 2009 by KIROTV.com. All rights reserved. This material may not be published, broadcast, rewritten or
redistributed.

http://www kirotv.com/print/20310854/detail html . | ‘ 10/13/2009
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